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Editorials 





PLANS FOR ANNUAL MEETING IN MAY 
CANCELLED 

At a meeting of the Council held on March 
25th it was voted to cancel plans for the an- 
nual meeting of the Illinois State Medical 
Society scheduled to be held on May 15, 16, 
17, 1945. Efforts will be made to hold the an- 
‘nual meeting during the month of August, 
and if this is not possible, to have a meeting 
of the House of Delegates during the late 
summer or early fall. Notices have been sent 
to all committees, section officers and to 
scientific and technical exhibitors giving this 
information. 

When plans are made for the meeting later 
in the year, complete information will be pub- 
lished in the Illinois Medical Journal. Every- 
one designated to participate in the plans, 
programs, etc., will be notified promptly. 

It is the desire of the Illinois State Medical 
Society to cooperate fully with the Govern- 
ment at all times. Our first objective is nat- 
urally the winning of the war. Committees 
of this Society are now working on post-war 
medical care plans, and announcements will 
be made later concerning progress. 





PENICILLIN NOW AVAILABLE 
THROUGH COMMERCIAL CHANNELS 
On March 15, 1945, penicillin became avail- 

able through regular commercial channels, and it 
is no longer necessary to procure this valuable 
remedial agent through designated hospitals. 
For the past year it was made available through 
the Penicillin Distribution Unit in Chicago, and 


approximately 1,000 hospitals throughout the 
country were acting as distributors in their re- 
spective areas. 

It was stated that 1,280,000 packages of pen- 
icillin were available through the commercial 
trade channels.from March 15 through March 
31; for the month of April 1,500,000 pack- 
ages would be released and in all probability a 
similar amount each month thereafter. 

The story of the increase in penicillin pro- 
duction during the past two years has been most 
interesting indeed. With a further increase in 
production so that it may be used not only for 
civilian needs -but also in clinical research, it is 
quite probable that many additional indications 
for its use will be discovered. 

Physicians throughout the country should first 
familiarize themselves with this product, its 
known indications and limitations and should 
use it in accordance with definitely established 
procedures so that the total amount made avail- 
able for civilian practice can be utilized to the 
best advantage. As the supply of penicillin in- 
creases there will no doubt be more information 
released from time to time relative to newer 
uses for this valuable preparation. In the mean- 
time it must be realized that penicillin will 
not cure all types of diseases and that it will 
require much time and additional study to eval- 
uate properly its actual value.in the treatment 
of disease. 
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A MINISTER’S OPINION 

Rev. Cyril K. Richard, pastor of the Sau- 
ganash Community Church, Chicago, recently 
delivered a sermon on the subject, “Signs”. In 
discussing a number of subjects during this pre- 
sentation, he gave an interesting commentary on 
the Wagner-Murray-Dingell Bill which we have 
permission to publish as delivered by this Pastor. 
He said: 

A portentous sign of dangerous present day 
trends is the Wagner-Murray-Dingell Bill, pre- 
sented to the House of Representatives on June 
3, 1943. Described by its authors as “A Unified 
National Social Insurance System”, the bill con- 
tains ten provisions, one of which is specifically 
dangerous and portentous. I refer to the pro- 
vision which would endow the Surgeon General 
of the Public Health Service with comprehen- 
sive power and authority over the nation’s phy- 
sicians and surgeons. If the bill is allowed to 
become law, the Surgeon General would have 
the power and be authorized (1) to hire doctors 
at fixed salaries to provide medical care and serv- 
ice under his direction, (2) to designate which 
doctors can be specialists, (3) to determine the 
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number of individuals for whom any physician 
may provide service, and (4) to determine arbi- 
trarily what hospitals and clinics may provide 
service for patients. In other words, medical 
care and hospitalization for all beneficiaries of 
the Social Insurance System would be under the 
the comprehensive power of the Surgeon Gen- 
eral. The fact that the specific provision we are 
discussing is buried within an inclusive social 
security bill, is very much suggestive of a men- 
acing intention on the part of its authors and 
proponents. The other provisions, as a whole, 
will undoubtedly make strong appeal to a large 
proportion of American people, approximately 
60% of the total, including wage earners and 
white collar workers. I am convinced that this 
one provision which we have described could 
never stand alone. I repeat that its inclusion is 
portentous of implied motives and is a bold 
effort to apply a radical stroke of state control 
over a vital profession and is therefore a threat 
against the medical profession. If the bill is 
allowed to become law, doctors would then work 
for the government, with all the attendant 
political inefficiency, patronage and corruption 
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with which citizens of Chicago are most famil- 
iar. With the profession of medicine under the 
control of politics, what a pork-barrel that would 
be. With politically controlled medicine, incen- 
tives to research and professional achievement 
would be killed, for even the physicians’ methods 
and prescriptions would be at the mercy of his 
political superior — he would be relegated to the 
role of appeaser and “‘yes-man” to the ward boss. 
Not only would the physician be unable to give 
his best skill and services to the patient, the pa- 
tient would be unable to choose his doctor, and 
would be forced to take one willing to be sub- 
servient to the politician. 

If the Wagner-Murray-Dingell bill should 
eventually pass, it would be the first direct and 
most complete control over persons to be effected 
in the present trend in America toward totali- 
tarianism and would be a long stride toward state 
medicine. Lest members of other vocations and 
profession be inclined to apathy over this threat 
to the doctors, we should realize that from enact- 
ment of this bill it would be but a short step to 
state and political control of other professions 
and other personal effort. 

I am convinced that the general public is not 


fully aware of either the presence of this bill or 
its sinister implications for our American way 
of life. Only wide-spread publicity can keep this 
threat from becoming a reality. If fairly pre- 
sented to the people, I am confident they will 
reject it in its present form. This belief is sub- 
stantiated by a recent poll made by Opinion Re- 


search Corporation of New Jersey. According 
io the findings of this poll, as reported in the 
press, only 16% of the people approved state 
medicine. The majority insisted upon the right 
to choose their own doctor. The great majority 
said they felt their doctor takes a personal inter- 
est in them and that their doctor’s charges have 
been satisfactory and reasonable. However, we 
realize that the beliefs of the rank and file have 
frequently not been recognize in legislation of 
late years. Nevertheless, we now propose that you 
take direct action on this bill by writing your 
Congressmen. There is certainly no health prob- 
lem in the nation, as a whole, that would in 
any way warrant passing a bill containing such 
4 provision as we have discussed with you. 


It is most gratifying to members of the medi- 
cal profession to know that many outside our 
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own profession are interested in proposed legis- 
lation of this type which would completely 
change the present method of providing medical 
care in private practice and place its control in 
the hands of the federal government. Rev. 
Richard’s plea for widespread publicity to main- 
tain our American way of life is worthy of emu- 
lation. Every physician should, upon every pos- 
sible opportunity, tell his friends about this and 
other bills of a similar nature which have been 
or may be introduced in the Congress during 
the present session. 

During the postwar period there will be many 
changes in our way of life and in our activities, 
which, may be curtailed for some time to come. 
Yet it is most probable that the majority of our 
people will desire to continue to exercise their 
own judgment in many things, and not be com- 
pelled to participate in many things not allied 
with the war effort or its immediate after-effects 
which could in any way be construed as bureau- 
cratic control over our people. 

Although the United States is one of the few 
remaining countries not having a federal medi- 
cal care program in operation, we can point. with 
pride to the type of medical education that is 
available, the statistics compiled pertaining to 
medical care of our casualties, the increasing 
longevity of our people, and the large proportion 
of medical developments which have been de- 
veloped here during the last quarter century. 

Rev. Richard is to be’ congratulated for pre- 
senting to his congregation one of the highly 
important subjects before our people today, and 
for the recommendations which he has made. 





ASSOCIATION OF AMERICAN 
PHYSICIANS & SURGEONS 

Many letters have been received by officers of 
the Illinois State Medical: Society relative to the 
Association of American Physicians and Sur- 
geons with headquarters at Gary, Indiana. Most 
of the inquirers have been interested in knowing 
what if any, action had been taken by this So- 
ciety relative to the new Association. 

The House of Delegates at the 1944 annual 
meeting went on record as approving whole 
heartedly the work of the A.M.A. Council on 
Medical Service and Public Relations and its 
Washington office established more than a year 
ago with Dr. Joseph Lawrence, formerly of Al- 
bany, N. Y., as Director. It was thought that the 





168 ILLINOIS MEDICAL JOURNAL 


American Medical Association and its constit- 
uent state medical societies could serve the 
needs of the medical profession better than any 
other group, and that full support should be 
given to the Council and its activities. 

The Illinois State Medical Society has a Com- 
mittee on Medical Service and Public Relations 
to work with the A.M.A. Council, and each 
county medical society in the state has been 
asked to form a similar committee. It is gen- 
erally believed with this type of organization at 
the national, state and county levels, more can be 
accomplished than would be possible in any 
other way. The State Medical Society has not 
approved the Association of American Physicians 
and Surgeons nor has approval been given to 
any of the other somewhat similar organizations 
which have been developed during recent years 
in other parts of the country. 


The Medical Annals of the District of Colum- 
bia, the official journal of the Medical Society 
of the District, published an interesting article 
in their February 1945 issue which we are re- 
printing. It gives some information on the pro- 
posals of the Association of American Physicians 
and Surgeons, and an interesting opinion ex- 


pressed relative to these’ proposals. 


[Tl MAY BE LEGAL BUT — 


Last month your Observer had something to 
say about the Association of American Physi- 
cians and Surgeons. He tried to make it clear 
that he had no quarrel with any group which 
honestly sought to improve the status of the 
medical profession but deplored the Association’s 
negative attitude. Having delivered himself of 
his views, he had no intention of commenting 
further on the Association. However, an ad- 
dress by Mr. Rollen Waterson before the Wayne 
County Medical Society on December 5, 1944, 
has come to his attention. In view of the state- 
ments made by Mr. Waterson, especially with 
reference to the Group Health case, he feels that 
he should add something to what he has already 
said. 

Mr. Waterson, who is Executive Secretary of 
the Lake County Medical Society, Gary, Indiana, 
sponsors of the Association, told Detroit physi- 
cians that the first objective of the Association is 
From “Medical Annals of the District of Columbia” Feb- 
ruary, 1945, 
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“predicated upon the assumption that physicians 
lawfully may organize to refuse participation in 
schemes for the distribution of their services 
which they consider opposed to their best in- 
terests or to the interests of their patients.” He 
referred to the indictment of the American Med- 
ical Association, the Medical Society of the Dis- 
trict of Columbia and individual physicians, 
charging them with restraint of trade. He said 
there is no analogy between the actions of the 
two organizations convicted in this case and 
what the Association of American Physicians 
and Surgeons proposes. Competent legal coun- 
sel, he said, has advised the Association of its 
rights under the law. ; 

This assurance has a familiar ring. Prior to 
the legal difficulties in which the A.M.A. and 
the Medical Society of the District of Columbia 
became involved, the ablest attorneys in the Na- 
tion’s Capital assured the Society that it was 
within its legal rights in doing what it did. De- 
spite this assurance, everyone knows the result. 

Views expressed by the Society’s legal counsel, 
to whom a copy of Mr. Waterson’s talk was sent, 
are highly significant. He directed attention to 
Mr. Waterson’s conclusions: 

‘First, that physicians may organize to re- 
fuse participation in schemes for the distribu- 
tion of medical care such as the Group Health 
plan and plans organized under an Act of Con- 
gress or under the laws of any State. 

“Second, having organized, physicians may re- 
fuse to associate professionally with those in- 
dividuals or institutions that do participate in 
such schemes for rendering medical care. 

“Third, it is the law that a voluntary associa- 
tion may discipline its members for violation of 
any reasonable rule it has adopted.” 

“These conclusions are reached,” the counsel 
says, “on the theory that there is nothing in the 
decisions of the Court of Appeals or in the Su- 
preme Court of the United States in the Group 
Health case that affects these rights. Frankly, 
I am forced to disagree with the conclusions 
reached. 

“While the general conclusions of this article 
may be theoretically sound, it must be borne in 
mind that the gist of a violation of the Sherman 
Act involving either a combination or a con- 


spiracy is essentially a matter of intent. In the 
Group Health case, I submit that the American 
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Medical Association and the Medical Society did 
no more than the acts contended for in Mr. 
Waterson’s article. Yet, while conceding each 


individual act performed by the defendants. 


might be lawful, the Department of Justice took 
the position that those acts were performed for 
the unlawful purpose of hindering Group Health 
in its business, the Washington hospitals in their 
business, members of Group Health and the 
business of physicians. The American Medical 
Association and the Medical Society were found 
guilty as charged, on the theory that they did 
the acts complained of for the purpose of hinder- 
ing others. 

“Thus, to me it is plain that the line between 
what is legal and illegal in a Sherman Act case, 


being essentially a question of intent, is tenuous, 
. 


and if an intent to restrain or hinder could be 
imputed to acts of the character described in Mr. 
Waterson’s article, then it might very well be 
that a successful prosecution might be main- 
tained under a State Anti-trust Act if the State 
law should follow the principles laid down in 
the Group Health case or under the Sherman Act 
if any of the restraints occur in areas covered 
by Section 3 of the Act. 

“Certainly other conclusions are contained in 
the article of Mr. Waterson with which I am not 
wholly in accord, but to discuss all of these dif- 
ferences would require a paper as long as that 
of Mr. Waterson, and it is my thought that you 
merely wanted my ultimate view of the con- 
clusions reached by the article.” 





Hospitals in general are reluctant to adopt the 
modern methods of tuberculosis control because of 
the expense involved. A similar stand was taken by 
industry not many years ago in reference to industrial 
hygiene and medicine. Experience, however, has con- 
vinced industry, large and small, as Dr. Victor G. 
Heiser puts it that, “In war or in peace, no plant is too 
small to profit from a health program.” Maxim 
Pollak, M.D., Hospitals, Sept. 1944. 





IMPORTANT 


Send changes of address to 
30 N. Michigan Ave., Chi- 
cago 2, Illinois, enclosing 
label from a copy showing 
your old address. Changes 
received after the Ist of 
the month will not go into 
effect until the following 
month. 
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PREPAID MEDICAL SERVICE 
PLANNING 
N. 0. GunvErson, M.D., 
ROCKFORD 

At the present time considerable attention is 
being devoted to Prepaid Medical Service Plan- 
ning, which is reviewed herewith in terms 
of the patient, family physician, and legislator. 

Certain principles of medical care as applied 
to distribution and cost are also evaluated in 
relation to our American Way of Life. Prepaid 
medical service planning appears to be necessary 
for the post-war era. What future course to fol- 
low in this all-absorbing phase of health preser- 
vation is left to the judgment of the reader. 

SOME CONSIDERATIONS 
OF 
PREPAID MEDICAL SERVICE PLANNING 
INTRODUCTION 

This has been prepared as a condensed review of 
what appears to be a realistic approach to prepaid 
medical service planning. 

The various views expressed may perhaps be of 
interest to patients, employers, physicians, and legis- 
lators, whether on a local, state, or federal basis. 

ORIENTATION 
What kind of medical care is wanted? . 

It is self-evident that every American wants the 

best medical service possible. 
Is this attainable? 

America is the one country that has the essential 

facilities for offering the best medical service pos- 

sible. 
Why is this true? 

Because American ingenuity and foresight has seen 

fit through voluntary and legislative means to sup- 

port that type of medical practice, which has re- 
sulted in a system of medical care unequaled m any 
other country in the world. 

Is this a priceless heritage? 

Experience has shown, and statistics verify the con- 

tention that (1) life expectancy, (2) freedom from 

illness, (3) avoidance of premature death in this 
country, is an American heritage which perhaps 
needs to be zealously safeguarded. 

Is this true in other countries? 

Investigation and study apparently reveal that these 
same conditions do not prevail in other countries. 
MeEpICcAL LEADERSHIP 

What is the reason for this American leadership? 
America has been willing to accept the premise that 
all features of medical service, in any method of 
medical practice, of necessity needs to be under the 
immediate guidance of the medical profession. 
Is this basic? 
Aparently, because no other individual, or groups of 
individuals, are educationally equipped and quali- 
fied to exercise impartially this guidance and super- 
vision. 
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PATIENT COOPERATION 

Is this true in terms of patients seeking medical care? 
Just a little thought suggests the wisdom of not 
permitting any third person, or organization, to come 
between the patient and his physician in any medical 
relation. 

What about responsibility? 

In all fairness, it perhaps can be conceded that re- 
sponsibility for the character of medical service 
can be borne by the profession with “advantage to 
all concerned.” 

Do patients desire to choose their own doctor? 
Patients, in order to get well, need to be granted 
full latitude in choosing a legally qualified doctor of 
medicine, who will serve them among all those quali- 
fied to practice, and who is willing to give such 
service. 

How do patients want medical service administered? 
The method of giving medical service needs to be 
a permanent confidential matter between the pa- 
tient and a “family physician” if that patient is to 
be satisfied, protected, and given hope for early 
recovery. 

Is this essential? 

In order to be successful, it is highly essential that 
this relation be the fundamental and dominating 
feature of any medical service plan. 

THE Cost oF MEDICAL SERVICE 

What about the cost of medical service? 

In whatever way the cost of medical service is dis- 
tributed, it of necessity needs to be paid for by the 
patient in accordance with his income status, and in 
a manner that is mutually satisfactory between the 
patient and family physician. 

What about “cash benefits’? 

Medical service need not, and must have no con- 
nection, with any cash benefits. 

Are medical costs excessive in America? 

To be realistic on this point, the answer ts yes, 
similar to other costs in business, manufacturing, 
building a home, and educating children. 

What can be done about it? . 

As in other fields, plans and preparations are being 
formulated to meet thése costs on a prepayment 
basis. 

How can this be done? 

Through prepaid medical service planning, as in 
other fields of post-war planning. 

Is this being done? 

Yes, the American public at long last has come to 

realize that prepayment plans for medical service 

are as basic as any other planning to meet unantici- 

pated emergencies. 

‘an full coverage be obtained? 

Like any other assurance against the unexpected, 

insurance coverage against unexpected medical 

emergencies can, because of actuarial experience, be 

obtained on a partial coverage basis only. 
REGARDING MEDICAL INSTITUTIONS 

What about the operation of medical institutions? 

To be, successful, which is the desire of the Ameri- 
can public, it is highly essential that the medical 
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phases of all institutions involved in medical service 
be under professional medical guidance and super- 
Vision. 

Does this include all phases of hospitalization? 
It should be clearly understood that hospital service 
and medical service are tw distinct entities, and 
each require separate consideration. 

What are “medical service” institutions? 
Medical service’ institutions, whether they function 
under the name of a hospital or some other name, 
are but expansions of the equipment of the “family 
physician.” 

What is the basis for this contention? 
The family physician is the only one whom the laws 
of all nations recognize as competent to use these 
institutions in the furnishing of adequate medical 
service. 


EVALUATION OF THESE INSTITUTIONS 

Who can determine the adequacy of such institutions? 
The medical profession, because of its unique, ultra 
scientific basic training in human illness, is partic- 
ularly fitted to determine the adequacy and _ char- 
acter of medical service in institutions. 

Upon what does the value of these institutions depend? 
The value of all medical institutions depends pri- 
marily on their operation according to accepted 
medical standards. 


Wuat Asour Doctors? 

What about the “all inclusiveness” of medical service? 
Medical service in any and all forms, of necessity, 
need to include within its scope, all legally quali- 
fied doctors of medicine of the locality covered by 
its operation, who wish to give service under accepted 
standards of operation. This is basic as in every 
other type of business. 

What medical service restrictions are undesirable to 

American patients? 

There should be no restrictions on (1) treatment, or 
(2) prescribing, not formulated and guided by the 
medical profession. 

Why is this apparently true? 

The quickest way to afford the American people 
with inferior medical service, so prevalent in all 
too many other countries, is to allow a third person, 
whether he represents an individual, corporate body, 
organization, or civic authority, to place restrictions 
on (1) medical treatment, or (2) prescribing, which 
today can gain headway unless the stop signal of 
“caution” is observed. 

Is there proof of this contention? 

Inability to carry out an accepted method of treat- 
ment, or failure to obtain an accepted medicine, 
vaccine, or serum for patients, because of lay 
adopted rules and regulations promulgated with- 
out medical guidance seriously handicaps a patient 
in getting well. 

Is this very prevalent at the present time? 
Fortunately American ingenuity has seen fit to leave 
most of .these problems up to the present time to the 
judgment of the family physician. 
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MEDICAL SERVICE TO THE NEEDY? 

What about medical service to the needy? 
Medical service systems for the relief of low in- 
come classes needs to be limited strictly to those 
below the “comfort level” standard of incomes, 

In what way does this apply? 
Those able to pay should not share medical service 
of institutions designed primarily for those unable 
to pay. 

Should the public assist in this regard? 
Those unable to pay must of necessity have public 
consideration, as is the custom in this country today. 

What about the low income or “white collar’ group? 
This is where the individual, employer and insurance 
carrier can cooperate in solving a “common welfare 
problem.” 

Why has this not been done before? 
Like all other emergency expenses, we all have not 
seen the wisdom of planning for what is called a 
“rainy day.” 

Should this be a matter of compulsion? 
This is the problem for consideration. Its solution 
rests with the people, not the medical profession. 
The doctors can be relied upon for sound advice 
and counsel in this matter. 

OrGANIZING PLANS For PrepAtip MEDICAL SERVICE? 

Is it a simple task to organize prepaid medical care 

plans? 
It is not an easy, simple task to organize prepayment 
plans for medical care that (1) will be actuarially 
sound, (2) will not divert an inordinate amount 
of the income to administration, (3) will gain and 
hold the confidence of the American public, (4) 
secure the wholehearted cooperation of all physicians, 
and thereby permit a wide freedom of choice, (5) 
contain within itself the necessary professional ma- 
chinery which will assure all patients that high stand- 
dards of medical service will be maintained. 


Various PLANS 
Is this the reason for the many different prepayment 
plans? 
The very fact that there are numerous different pre- 
payment plans for medical service in the United 
States is a glowing tribute to the individual initia- 
tive of the American public. 
What else does this indicate? 
That the various people from the various diversified 
sections of the country desire and want to preserve 
local control and local administration of home affairs. 


GOVERNMENT SUPERVISION 
Can this become a state or federal function? 
Medical service, like any other professional or busi- 
ness function, can become the province of a state 
_or federal unit. 


Is this what the American Public wants? 
This is the question now confronting the thousands 
of existing and future patients in need of medical 
care in this country, who perhaps should be made 
aware of the threat to our American system of 
medical practice. 
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WHo Witt DecIpE? 

What ts the answer? 
The answer rests solely and only with the desires 
and wishes of patients themselves, and not with the 
family physician. 

Why is this true? 
Because the family physician cannot legislate — he 
is only the servant of his patients. He can only ad- 
vise. 

What will the physician do in this matter? 
He will abide by the wishes and desires of the pa- 
tient, who must choose what type of medical service 
distribution is wanted in this country. 

What ts the basis of ‘this contention? 
The family physician, through training, obligation 
to his patients, and attention to the arduous task of 
rendering adequate medical service to the sick is 
too busy to undertake the task of deciding what 
type of medical service distribution the American 
public wants. 

Does he know what medical service is wanted? 
Yes, he is overly conscious of the fact that all pa- 
tients desire and hope for the best medical service 
possible. 

WuicH System Is THE Best? 

Is Medical Service under government supervision the 

best? 
This is what the American public has to decide — 
not the family physician — because he has no con- 
trol over the matter. This is an important point, 
that perhaps should not be forgotten. 

Which would be the best for the doctor? 
Statistics show that the family physician, by and 
large, takes less interest in legislative matters than 
any other professional man. His aim is to serve 
humanity according to the medical facilities placed 
in his hands for service. 


S 


“hy is this? 
Because the very nature of his professional calling 
requires an approach, understanding, and considera- 
tion of people not found in any other profession; 
people when sick require a highly specialized method 
of approach. 
Is the practice of medicine a public matter? 
Ask any patient or doctor and it will soon be learned 
that the practice of medicine needs to be one of the 
most confidential matters between the one being 
treated and the physician of the patient’s own 
choice. 
Ts this the way the public wants it? 
This is a matter for the American public to decide. 
GOVERNMENTAL CONTROL 
Can govermental agencies carry on this function suc- 
cessfully? 
No one really knows at the present time. There are 
many advocates of the present system and some 
favor the government entering this important phase 
of American existence. 
What about the governmental system in other coun- 
tries? 
Nearly every foreign country has one system or 
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another of governmentally supervised medical serv- 
ice. 

Are they successful? 

This depends upon (1) what is considered “success- 
ful,” (2) from what source the information is ‘ob- 
tained, (3) what constitutes adequate medical serv- 
ice. The sickness, premature death and baby death 
rates in other countries are, however, quite different 
from the prevailing low rates in this country. 

Are there many advocates of this system? 

From an economic standpoint, all Americans are 
by nature endowed with an innate desire to have any 
agency, no matter what its origin, assure adequate 
medical service on a prepayment plan basis, whether 
sponsored by voluntary or official agencies, pro- 
viding the medical service rendered is of high qual- 
ity and administered in a kindly manner. These 
latter conditions are of supreme importance. 

The matter then appears to be very simple? 

With one exception perhaps, each patient, no mat- 
ter his financial status, wants the best medical care 
possible when sick or near the “door of death.” 

Is this basic? 

We will let you, Mr. Reader, be the judge. 
VOLUNTARY PREPAYMENT PLANS 

How do voluntary prepayment plans operate? 

There are many voluntary prepayment plans for 
medical service in this country at the present time. 

How many kinds are there? 

In general, it perhaps may be said that there are (1) 
commercial, (2) non-profit, (3) employer or or- 
ganization subsidized plans, of prepaid medical serv- 
ice in this country. 

How many people today are covered with these plans? 
It has been reported that over twenty-three million 
people are covered with these plans. 

Have they been used very long im this country? 

The commercial or insurance plans have been avail- 
able for years; the non-profit plans are of more re- 
cent origin; and the employer subsidized plans have 
been in existence for a number of years. 

Do they cover all types ‘of medical service? 

No two of these plans are alike: (1) some are 
limited in their coverage, (2) a few provide full 
coverage, and (3) others are very selective as to 
benefits. 

Why ts this? 

Because the actuarial experience involved in sick- 
ness coverage through the “group plan” method has 
not been fully worked out as yet. It is well, perhaps, 
to remember that prepaid plans for medical service, 
of necessity, need to be on a partial basis only, like 
all other protection against fire, auto collision, and 
floods, if the premium cost is to be kept at a low 
figure. 

What is meant by “employer subsidized plans?” 

Many employers are uniting with employees to solve 
a “mutual welfare problem” by paying: (1) part, 
(2) half, (3) in some cases the entire premium cost 
of these plans. 

Is this a good policy? 

Time will tell. So far it appears that this procedure 
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is beneficial in solving a mutual problem. 
OnE VoLUNTARY PLAN 


Can one of the voluntary plans be described? 
In one county in Illinois, the local medical profes- 
sion has formulated a plan which for illustration 
will be described. 

What is the cost of this plan? 
The cost of this voluntary prepayment plan for 
medical services only is as follows: 
$1.00 per month for a single man, or $12.00 a year 
$1.25 per month for a single woman, or $15.00 a year 
$3.00 per month for a man and wife and all children 
between 3 months and 18 years of age, or $36.00 a _ 
year. It is also of interest that these amounts are 
reduced by 10 per cent when paid on an annual 
basis, which reduces the above amounts to $10.80, 
$13.50 and $32.40 respectively. 

Can anyone take out this insurance? 
For actuarial reasons, it is sold on the basis of not 
less than ten policyholders per group. (Any one 
desiring to carry Accident and Health indemnity 
coverage, however, at a minimum of $1.00 extra per 
month, may obtain this plan on an individual basis.) 

Why is this? 
There is no magical way to pay for medical service 
coverage; the well must help pay for the sick; there 
is no other way to pay the bill. 

COVERAGE 


What medical services are included in this plan? 
A fee of $2.00 per call in the event of any disabling 
illness; (1) on the part of a single man or woman 
up to 65 years of age, (2) on the part of husband 
or wife up to 65 years of age, (3) any dependent 
between 3 months and 18 years; (4) the fee is paid 
regardless of whether the call is made in a physi- 
cian’s office, in a hospital, or in a patient’s home, 
(5) the first two calls per person are deducted which 
must be paid by the’ patient, (6) in the event of a 
surgical disability payment begins with the first call. 

Does this mean that disabling illnesses are included? 
Yes, disabling illnesses, with some few exceptions are 
included in the plan, after the first two visits to or 
by the family physician as previously stated. 

Why are the first two calls not covered? 

This no doubt can be done, but the premium cost, 
of necessity, would have to be raised. Therefore 
the first two doctor calls for the present are not in- 
cluded. The plan aims to provide an easy prepay- 
ment method for partially meeting the expense of 
prolonged illnesses. 

What diseases and accidents are not covered? 
Venereal diseases, mental diseases, and accidents or 
sicknesses covered by ‘“workman’s compensation 
laws” are not covered. 

Are physical examinations and diagnostic procedures 

included? ; 

These procedures are not covered at present; they 
may be at a later date. 

Are surgical operations and maternity covered in the 

plan? 

Yes, these conditions are covered, and although the 
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maternity fee is only $30.00 for the present, this 

may be raised at a later date. 

What about the total amount of insurance paid? 
(1) The total amount paid for any one illness for a 
single person or any one member of a family is up 
to $250 in any one year, (2) the total for all children 
is up to $500 in any one year, (3) the total for hus- 
band and wife is up to $500 in any one year, (4) in 
lieu of the $2.00 per call, the patient may elect to 
take a flat surgical fee as enumerated in the plan. 

To whom ts this money paid? 
To the patient, which aids materially in meeting pro- 
longed emergency medical costs. The patient pays 
the doctor. It is not intended that this plan shall 
cover the entire bill of the doctor. 

Does the plan cover hospital expenses? 
Not in Winnebago County, because this is covered 
by a “Blue Cross” prepaid hospitalization plan. 


CoMBINED MEDICAL SERVICE AND 
HOosPITALIZATION Cost 


In simple terms, then, what is the total medical and 

hospitalization cost? 
(1) For a single man $1.00 plus hospitalization at 
65c, or $1.65 times 12 months equals $19.80 per year, 
(2) for a single woman, $1.25 plus hospitalization at 
65c, or $1.90 times 12 months equals $22.80 per year, 
(3) for a husband, wife and children $3.00 plus 
hospitalization at $1.30, or $4.30 times 12 months 
equals $51.60 per year per family. See previous 
statement on the 10 per cent reduction when the 
medical care phase of this plan is paid annually, 
which reduces the above amounts to $18.60, $21.30 
and $47.00 respectively. 

Are the two plans described sold together? 
No, the two plans are sold separately because they 
are handled by two different organizations. At a 
later date the Northern Illinois “Blue Cross” hos- 
pitalization organization may sell both of these plans 
on a group basis. This, however, requires a change 
in the present state law, which no doubt will be done 
this year. 

Are these premiums excessive? 
Under the contemplated government compulsory 
plan, the premium is to be 3 per cent on all incomes 
up to $3,000; which, if a person earns $2,000, would 
equal $60.00 per year, so it can be seen that the plans 
described are much less as far as costs are con- 
cerned. 

How can employers assist in this program? 


In some communities, businessmen and industrialists 
have deemed it advisable to cooperate with employees 


by partially subsidizing the premium cost of this 
mutual welfare problem. 


In RETROSPECT 
1. An attempt has been made to evaluate prepaid 
medical service planning in the United States. 


2. Due consideration has been given to the voluntary 
and compulsory saving aspects of this all-absorbing 
means of meeting emergency medical care expense. 
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3. That planning can assume either of these two 
courses is self-evident from data presented. 


4. One plan recently inaugurated in Winnebago 
County, Illinois, covering both surgical and medical 
service, together with detail costs is presented out- 
lining a more economical voluntary plan, which in- 
cludes private insurance policies, and which permits 
anyone to choose his own physician. 


5. This plan appears to be more satisfactory than the 
anticipated government plan, in which 3 percent of 
all incomes up to $3,000 per year will be imposed and 
set aside to meet unanticipated surgical and sickness 
emergencies. 


6. Many people prefer to have their own choice of 
physician. 


7. Which of these two systems is the most desirable 
is left to the judgment of the reader. 





REPORTS TRANSMISSION OF PENICIL- 
LIN FROM MOTHER TO UNBORN CHILD 


“Transmission of penicillin from mother to 
unborn child through the placental barrier is 
reported by H. J. Greene and G. L. Hobby of 
King’s County Hospital, Brooklyn,” The Jour- 
nal of the American Medical Association for 
March 17 announces. “Four normal patients 
were tested while in active labor, delivery being 
expected within two hours. From 20,000 to 
100,000 Oxford units of penicillin were injected 
intravenously into each patient. Samples of 
maternal blood were taken at the time of de- 
livery, with a sample of placental cord blood 
as soon as the baby was separated from the pla- 
centa. The serum from each blood sample was 
titrated for penicillin, hemolytic streptococci be- 
ing used as the test organism. At the time of 
delivery (thirty minutes to two hours after in- 
jection) the amount of penicillin in the ma- 
ternal blood varied from 0.01 to 0.19 Oxford 
unit per cubic centimeter, with an average of 
0.084 Oxford unit. The average titer of the cord 
blood was 0.034 Oxford unit, or 40 per cent of 
that in the maternal circulation. Apparently, 
then, penicillin passes through the human pla- 
centa in sufficient amounts to raise the penicillin 
titer of the fetal blood stream well above the 
bacteriostatic level. Practical applications of 
the implied antepartum penicillin therapy have 
not yet been suggested.” 








State Department of Public Health 





VENEREAL DISEASE CONTROL 


Regulations governing the administration of 


venereal disease control were promulgated at the 
time of the creation of the Division of Social 
Hygiene now the Division of Venereal Disease 
Control in the year 1917-18 after conferences 
participated in by public health officials and 
representatives of the State Medical Society. It 
was agreed that the cooperation of the medical 
profession was essential to the success of venereal 
disease control and that such cooperation could 
only be secured by conducting a program which 
would merit the approval of the practicing phy- 
sician. 

Regulations governing venereal disease con- 
trol require that all persons having a venereal 
disease in an infectious stage must submit to 
treatment as a public health measure. It became 
necessary, therefore, to make treatment available 
for patients unable to pay a physician. Treat- 
ment supplied by township supervisors and over- 
seers of the poor had never been satisfactory, 
consequently, the clinic was considered a neces- 
sity in communities having a sufficient number 
of indigents to justify the cost of operation. 

It was agreed that clinics would be established 
only with the approval of the local or county 
medical society and operated by clinicians se- 
lected by the society with administrative super- 
vision by the Division of Venereal Disease Con- 
trol, utilizing the services of the District or 
County Health Officer when expedient. This 
has been and is now the policy regarding the 
venereal disease clinic. The Department of Pub- 
lic Health does not regard this as administering 
therapy. 

Reports of cases and the treatment which pa- 
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tients received were of prime importance. It is 
a well known fact that many physicians dislike 
making reports and since it is impracticable to 
pay a fee for reports, it was agreed that free 
laboratory service and free drugs for the treat- 
ment of all venereal cases would in some measure 
compensate them for the time and trouble ex- 
pended and at the same time tend toward uni- 
formity in treatment. Drugs are not supplied 
to patients nor to lay persons. 

In communities where clinics are not accessible 
and the supervisor or overseer of the poor does 
not provide treatment for infectious or po- 
tentially infectious cases, including pregnancy 
and recently discharged military personnel, the 
Department of Public Health pays the physician 
for treatment. 


In the past few years several forms of rapid 
intensive treatment of early infectious syphilis, 
whereby the patient is quickly rendered non- 
infectious, have been developed. Such treatment 
is not without danger and requires hospitaliza- 
tion but when administered by an experienced 
physician solves a long existing problem of how 
to protect the public from an habitual disease 
spreader — the prostitute — found to be acutely 
infectious when examined after arrest. These 
persons cannot be depended on to secure private 
treatment and must be quarantined. Through a 
cooperative arrangement with the Department 
of Public Welfare, the Department of Public 
Health has designated five State hospitals as 
quarantine areas for female patients, to which 
such infectious patients are sent by local health 
officers, clinics and physicians who do not want 
the responsibility of protecting the public from 


(Continued on page 176) 
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CHICAGO CANCER COMMITTEE 
ANNOUNCES OFFICERS 

Dr. George E. Wakerlin, professor of Physi- 
ology and Head of the Department, University 
of Illinois College of Medicine, and Assistant 
Dean, Rush-Presbyterian Division, has been 
elected chairman of the Chicago Cancer Com- 
mittee, succeeding Dr. Ludvig Hektoen, who be- 
comes honorary chairman. Other directors are: 
Dr. Alexander Brunschwig, Professor of Surgery 
and Roentgenology, University of Chicago 
School of Medicine; Dr. Bowman C. Crowell, 
Associate Director, American College of Sur- 
geons; Dr. Israel Davidsohn, Pathologist, Mount 
Sinai Hospital; Mrs. Arthur I. Edison, Com- 
mander, Illinois Division, Field Army of the 
American Cancer Society; Dr. Hamilton R. 
Fishback, Chairman, Tumor Clinic, Norwegian 
American Hospital; Laura G. Jackson, Director 
of Public Relations, American College of Sur- 
geons; Leo M. Lyons, Chairman, Cancer Com- 
mittee, Administrators’ Section, Chicago Hospi- 
tal Council, and Director of St. Luke’s Hospital ; 
Dr. Frederick W. Merrifield, Assistant Professor 
of Surgery, Northwestern University Medical 
School; Dr. William F. Petersen, Chairman, 
Board of Governors, Institute of Medicine of 
Chicago; Dr. Herbert E. Schmitz, Clinical Pro- 
fessor and Head, Department of Obstetrics and 
Gynecology, Loyola University School of Med- 
icine; Dr. James P. Simonds, Professor of Pa- 
thology, Northwestern University Medical 
School; Dr. Danely P. Slaughter, Assistant Pro- 
fessor of Surgery and Director of the Tumor 
Clinic, University of Illinois College of Medi- 
cine; Mrs. Ralph W. Webster, Chairman, Cancer 
Research Committee, Chicago Woman’s Club; 


Dr. John A. Wolfer, Chairman, Cancer Commit- 
tee, Illinois State Medical Society, and Asso- 
ciate Professor of Surgery and Director of Tu- 
mor Clinic, Northwestern University Medical 
School. Alexander Ropchan, Director of Health 
Division, Council of Social Agencies of Chicago, 
is secretary of the Committee. 

Miss Josephine Bessems, formerly educational 
director of the Dental Hygiene Institute of Chi- 
cago, and previously director of public relations 
at Children’s Memorial Hospital and Henrotin 
Hospital, has been appointed executive secretary 
of the Chicago Cancer Committee. The Com- 
mittee will maintain offices at 139 North Clark 
Street, Chicago, which will be shared by the 
Field Army of the American Cancer Society, of 
which Mrs. Arthur I. Edison is Illinois Com- 
mander. A central cancer information and re- 
ferral center will be established by the Chicago 
Cancer Committee and the Field Army at the 
Clark Street address. 





EMPHASIZE WHOOPING COUGH PRE- 
VENTION ON CHILD HEALTH DAY 
For the past several years proclamations have 

been issue by both the President and the Governor 

designating May Day as Child Health Day. 

The theme selected by the Illinois Department 
of Public Health for Child Health Day this year 
will be the immunization of pre-school and school 
children against diphtheria, smallpox, and 
whooping cough, with special emphasis on the 
latter disease. 

Because of its high fatality rate in children 
under the age of two, whooping cough is still a 
major communicable disease hazard. The high 
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tute, will be talks by tuberculosis experts and 
social service workers, as well as the reenact. 
ment by members of the Chicago Junior League 
of a dramatic skit entitled “That Men May 
Live,” which was broadcast over WBBM. 

A series of exhibits and motion pictures wil] 
be shown beginning April 23 at the Jewish Peo. 
ple’s Institute in connection with the forum. 
Twenty agencies interested in the problem are 
lending their cooperation in this part of the 
project. 

The Committee on Tuberculous Veterans was 
formed by The Tuberculosis Institute to meet a 
problem which is a growing threat ta the health 
of the nation. Veterans of World War II are 
returning home in ever increasing numbers with 
tuberculosis. These veterans are placed in hos- 
pitals, called Veterans’ Facilities, where they re- 
ceive treatment without cost. After they are in 
the hospitals for a while, however, they begin to 
feel improved and are anxious to return to their 
homes before their cases are actually under con- 
trol. ‘ 
The purpose of the May forum will be to en- 
lighten the general public on tuberculosis and 
to help prepare persons who may have a relative 
or friend returning from the service with tuber- 
culosis. The disease is a social problem and its 
ultimate control and eradication depend upon 
education and cooperation. 


birth rates of the last several years have in- 
creased the number of children in the younger 
age-groups, and current case reports indicate 
that the incidence of whooping cough is rising 
rapidly. Therefore, as many children as possible 
should immediately be protected against this 
disease. 

Considerable publicity will be given to the 
desirability of being immunized against whoop- 
ing cough, and no doubt many of your patients 
will request this procedure. In order that you 
may be prepared for these requests, a supply of 
whooping cough vaccine is available. 

The success of our efforts to prevent whooping 
cough and its complications will depend in a 
large measure on your support and co-operation. 

Sincerely yours, 
Roland R. Cross, M.D. 
Director of Public Health 





TUBERCULOSIS FORUM ON MAY 2 


A community forum on tuberculosis will be 
sponsored by the Committee on Tuberculous 
Veterans of The Tuberculosis Institute of Chi- 
cago and Cook County at the Playhouse of the 
Jewish People’s Institute, 3500 West Douglas 
Boulevard, Wednesday, May 2, at 8:00 P.M. 

On the program, to be directed by Homer J. 
Buckley, President of The Tuberculosis Insti- 
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PENICILLIN FOR INFECTION OF THE 
BLOOD 


VENEREAL DISEASE CONTROL 
(Continued) 

this type of patient. Suitable cases are treated 
in private hospitals by salaried clinicians or by 
physicians who receive a fee from the Division 
of Veneral Disease Control. 

It is now as in the beginning of venereal dis- 
ease control, the aim of the Department to con- 


The recovery of a patient from Staphylococ- 
cus albus septicemia, usually fatal in 90 per cent 
of the cases, has been effected with prolonged 
penicillin treatment, Robert H. Herbst, M.D., 
and James W. Merricks, M.D., Chicago, report 
in The Journal of the American Medical As- 


duct a program for the protection of the public 
health which will merit the approval of the 
medical profession as expressed by the Illinois 
Medical Society and with that aim in view, dis- 
cussion and constructive criticism are always 
welcome. 


sociation for March 3. 


In the treatment of their patient who had de- 
veloped septicemia after a kidney operation, the 
repeated administration of penicillin proved ef- 
fective after sulfadiazine had failed. 
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i. ILLINOIS DOCTORS WITH 33RD DIVISION 

n hos- IN THE PHILIPPINES 

my With The 33rd Division In The Philippines: Of 

are in all miracles of modern science the strides made by the 

gin to medical profession in the care of the wounded soldiers 

. their outstrips them all. 

r con: This has been proven time and time again in the 
33rd Infantry Division now fighting the Japs in the 
Philippines where the best medical care in the world 

to en- is provided for the world’s best soldiers. 

3 and Since the 33rd division has been in combat in the 

lative Southwest Pacific statistics show that a minimum of 

alee 9) per cent of soldiers wounded have been saved. 

a: These figures, borne out by other divisions in this 

id its theatre, represent the highest percentage of human 

upon salvage attained in any war. 

Forward and behind the front lines can be found 
the battalion surgeons and their assistants in aid 
stations giving plasma, dressing wounds, splinting frac- 
tures and in general preparing the wounded soldiers 
for movement to the rear. All this they do under 
direct fire of the enemy with no opportunity to fight 
back. Each regiment has its medical detachment of 
which battalion aid stations (three in each regiment) 
are a part. Major Robert Ash of Quincy, III., Major 
Robert A. Allen, son of Dr. W. G. Allen, 750 Hinman, 

HE Evanston, Ill, and Major Karl H. Beck who resides 
at 11846 Willshire, Detroit, Mich., as regimental 
surgeons are responsible for the units under their 
control. 

waa The 108th Medical Battalion, ably commanded by 

ent Lieut. Col. Durand Smith, 50 Washington St., Chicago, 
ged lll, well known proctologist and surgeon, and for- 

D., merly of Ottawa and Plano, IIl., has the responsibility 

ort of removing the wounded and sick from the regimental 
in and battalion aid stations through its collecting com- 
panies to the Clearing Station. 

At the clearing station, commanded by Major John 
es L. Savage, 610 Buell Ave., Joliet, Ill., former chief 
- Surgical resident at Evanston, IIl., hospital the casual- 
ties are sorted, those who can be adequately treated 
of- there being retained and those requiring extensive 






treatment being sent on to the field and station hos- 
Pitals. 












The entire medical service of the 33rd Division is 
supervised by the Division Surgeon, Lt. Col. Timothy 
F. Mullen, prominent Seneca, IIl., surgeon. 

It is not only the Japs that the soldiers of the 33rd 
must fight in the South Pacific. There is the steaming 
jungle and its fever, malaria and poisonous insects, the 
climate with its heat and rain, conditions under which 
no American soldier has been called upon to fight. 
But for each of these problems the medics have the 
skill and equipment to solve. 


w w 
AIR EVACUATION BY THE AAF 


An estimated 700,000 sick and wounded patients of 
the American and Allied forces have been transported 
by the Army Air Forces in all theaters of operations 
since air evacuation became a military necessity in 
1942, it was announced by Major Gen. David N. W. 
Grant, the Air Surgeon. More than 525,000, or 75 
per cent, of this total were transported in 1944, with 
the Ninth and Twelfth Air Forces carrying the larger 
part of the increased traffic as the result of the 
offensive in western Europe. 

Approximately 57 per cent of the 1944 total has been 
Army Ground Forces and Army Service Forces per- 
sonnel, 28 per cent British and other Allies, 5 per cent 
Navy and Marines, 7 per cent Army Air Forces and 3 
per cent prisoners of war and civilians, Thus all 
arms and services have benefited both in health and in 
morale by the Air Surgeon’s recommendation in 1942 
that unarmed cargo airplanes be equipped with re- 
movable litter supports and be staffed by flight nurses 
and enlisted technicians to provide a method for the 
quick, safe and comfortable evacuation of casualties. 
The medical risk involved may be observed from the 
extremely low death rate in flight of 7 per hundred 
thousand patient trips. This record has been achieved 
despite the large number of critically wounded evacu- 
ated from Burma, France, Italy and the Central Pacific. 

The great majority of the total patients have been 
flown from forward areas to base hospitals in theaters 
of operations, where Troop Carrier Command aircraft 
often have been the only practical means for safe and 
rapid evacuation of casualties on a mass scale. At 
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the same time the number of patients evacuated by the 
Air Transport Command from the theaters into the 
United States increased nearly 1,000 per cent. The 
1943 total was approximately 3,000 compared to an 
estimated 30,000 for 1944, ATC air evacuation from 
ports of debarkation to army general hospitals in the 
interior increased in similar proportions after the 
introduction of this method of relieving debarkation 
hospitals and hospital trains early in 1944, 


The first known plan to transport patients by air- 
plane was proposed by Capt. George H. R. Gosman, 
M. C., Army Medical Corps, and Lieut. A. L. Rhoades, 
Coast Artillery Corps, in 1910, after they had built an 
Credit for the air 
evacuation of the first patient in the United States 
probably belongs, however, to Major Nelson E. Driver, 
Medical Corps, and Capt. William C. Ocker, Air Serv- 
ice, who in 1918 converted a JN-4 airplane into an air- 
plane ambulance at Gerstner Field, Lake Charles, La. 

While light airplanes were used extensively for the 
transportation of the sick and injured prior to World 
War II, the first mass air evacuation in American 
military transport airplanes probably occurred in Java 
and Burma in March 1942. In Burma, ten C-47s of 
the Army Air Forces evacuated 1,900 sick and wounded 
soldiers and civilians from Myitkyina to Dinjan in one 
ten day period of April 1942, Twenty-four litters 
were roped in tiers in each airplane, but the greatest 
number evacuated in any one airplane, counting the 
ambulatory, was 74. 


airplane at Fort Barrancas, Fla. 


On the basis of recommendations made in 1940 by 
the chief of the Medical Division, Office, Chief of the 
Air Corps (now the Air Surgeon, Hq, AAF), the 
War Department authorized the Medical Air Ambu- 
lance Squadron table of organization on Nov. 19, 1941. 
The medical personnel, including flight surgeons, flight 
nurses and enlisted technicians, were activated for the 
first air ambulance unit at Fort Benning, Georgia, in 
May 1942. Owing to the shortage of airplanes and the 
pressing need for transport airplanes capable of mass 
patient movement, the Air Surgeon then recommended 
that troop and cargo airplanes be utilized on return 
trips from the front for the secondary mission of 
casualty evacuation, thus abandoning the concept of a 
single purpose air ambulance. In October 1942 the 
airplane ambulance unit was moved from Fort Benning 
to Bowman Field, Kentucky, and directed to train 
medical air evacuation transport squadrons for the 
care of patients in flight. The training group was sub- 
sequently designated as the AAF School of Air Evacu- 
ation. 


Meanwhile mass air evacuation had become a mili- 
tary necessity in the New Guinea and Solomon Island 
counter-offensives beginning in August 1942. Flight 
surgeons were directed to improvise air evacuation 
service from available medical personnel in tactical 
units, and this was done with great success. Air 
evacuation in New Guinea was carried out by the 
Fisth Air Force and in the Solomons by the South 
Pacific Combat Air Transport Command comprised of 
Navy, Marine and Thirteenth Air Force units. 
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The first two medical air evacuation transport squad- 
rons were activated at Bowman Field in December 
1942 and entered service overseas in February 1943 
one with the Thirteenth Air Force and the other with 
the Twelfth Air Force in North Africa. Since that 
time the AAF School of Air Evacuation, which be- 
came the Air Evacuation Section of the AAF School 
of Aviation Medicine at Randolph Field, Texas, in 
October 1944, has trained thirty-one squadrons. The 
number of flight nurses trained totals approximately 
1,220, including several hundred who were not placed 
on, or are no longer on, flying duty. Nurses of the 
United States Navy and foreign governments have 
attended the school. 

Approximately ten flight nurses have been killed in 
air evacuation service, seven in aircraft and three in 
jeep accidents. A comparable number of medical flight 
technicians have been lost. A large number of AAF 
air evacuation personnel have been cited for dis- 
tinguished or meritorious achievement either as_ in- 
dividuals or as units. 

As an indication of the theater recognition of air 
evacuation, Major Gen. Paul R. Hawley, chief surgeon 
of ETO, commended Major Gen. Paul L. Williams, 
commanding general, Ninth Troop Carrier Command, 
on Sept. 28, 1944 as follows for a special assignment 


of airplanes to evacuation: 

I want to thank you personally, and in the name of thou- 
sands of wounded American soldiers, for the great help you 
have given the medical service through this campaign, but 
particularly during the past ten days... . 

One week ago there were more than 7,000 wounded Amer- 
ican soldiers awaiting evacuation from the First and Third 
armies. The withdrawal of air lift for airborne operations 
had thrown the entire load on ground transport, which could 
not cope with the situation. . . . You (have) saved many 
lives and prevented an enormous amount of suffering during 
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ADDED DATA ON REVISED 
DEFERMENT POLICY 


The following data are to be noted in extension of 
the revised selective service deferment policy as pub- 
lished in The J.A.M.A., March 10: 

1. Students are not included in these procedures. 

2. Members of medical faculties who hold degrees 
other than that of doctor of medicine, such as Ph.D, 
do not come under the jurisdiction of the Procurement 
and Assignment Service. 

3. This work should be completed by April 1 if 
protection is to be assured to those it is necessary to 
protect. 

4. In filling out forms 42-A for the group 30 through 
37, it is necessary only to forward one copy rather 
than three copies to the registrant’s local board. 

5. These forms do not have a place for certification 
but in the case of the Procurement and Assignment 
Service, as differentiated from all other certifying 
agencies, similar endorsement should be inserted in 
spite of advices to the contrary which are based on 
the standard procedure for all other certifying agen- 
cies. 

6. All men holding the degree of doctor of medicine 


this emergency. 
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in the groups affected require cerification by the Pro- 
curement and Assignment Service ,as well as all in- 
terns who do not receive their M.D. degree until com- 
pletion of their internships. 

7. It would be of considerable help to the Procure- 
ment and Assignment Service if the institutions would 
forward miltary record, if any, of the individual, such 
as “Applied for commission, physically disqualified on 
(date).” This could be attached as a notation to the 
forms. 

8. State chairmen are being supplied with copies 
of form DSS-333, but it is not absolutely essential that 
such lists be filled out on standard forms, Lists on 
plain pieces of paper with the proper headings will 
serve satisfactorily and will not delay getting the 
information forwarded to the state chairman. Keep in 
touch with your state chairman in regard to further 
details and further directions from his office rather 
than from other sources. 


w Ww 
AMPUTATION CASES IN THE U. S. ARMY 


In a recent report from the Office of the Surgeon 
General, it is stated that amputation cases in the 
United States Army reached a total of 6,027 as of 
January 1945, including 1 triplicate case, the first 
known in either this war or the first world war. There 
are no “basket” cases, the term used to denote loss of 
all four limbs, nor were any reported during the entire 
course of the first world war. 

In the first world war there was a total of 4,403 
amputation cases. Of the 6,027 cases in this war, 331 
represent double amputations, that is, loss of two 
limbs. The remainder, or 5,695, are soldiers with one 
arm or one leg lost. Of the total number, approx- 
imately 2,000 cases have been treated at one of the six 
army general hospitals specializing in amputation cases 
and returned to civilian life. The hospitals include 
Walter Reed General Hospital, Washington, D. C.; 
Lawson General Hospital, Atlanta, Ga.; Percy Jones 
General Hospital, Battle Creek, Mich.; England Gen- 
eral Hospital, Atlantic City, N. J.; McCloskey General 
Hospital, Temple, Texas, and Bushnell General Hos- 
pital, Brigham City, Utah. 

Before discharge, each man is individually fitted with 
a custom made prosthesis and taugh complete use of 
his artificial limb. Only when he is able to care for 
himself and take his place in the civilian world is he 
released from army jurisdiction and medical care. 

* * 
REFRESHER COURSES FOR SOME 
MEDICAL OFFICERS 


Major Gen. George F. Lull, Deputy Surgeon Gen- 
eral, U. S. Army, recently announced that officers of 
the Army Medical Department who have been occu- 
pied with administrative and other nonprofessional 
work and who are being assigned duty utilizing their 
professional skills will have the opportunity of taking 
courses in their specialties under a new training pro- 
gram just inaugurated. The training will be voluntary 
and will be open to those members of the Medical 
Corps who, because of assignment to command, admin- 
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istrative or semiprofessional positions, have not been 
engaged in the professional side of medical service 
during the past twelve months or more and whose 
future military assignments will require professional 
activity. Every Medical Corps officer of the Army 
Service Forces returning from overseas assignment 
will be informed at redistribution stations of this new 
training program and will be asked to state whether 
he desires to avail himself of the opportunity. These 
refresher courses will be given at general hospitals and 
certain regional hospitals selected by the. Surgeon 
General. Requests for this training will be submitted 
through channels to the Surgeon General, who will 
make assignments to hospitals. Officers selected for 
these courses will go on temporary duty for a period 
of not more than twelve weeks. 


w w 
NO FURTHER REDUCTION IN SIZE 
OF ARMY MEDICAL CORPS 


The Office of the Surgeon General has advised that 
its recent action as approved by War Department 
directive of releasing a few medical corps officers to 
bring the strength of the corps within the allotted 
ceiling (The JourNAL, Dec. 30, 1944) has been com- 
pleted. At the present time the strength of the medical 
corps is within reasonable conformity with the troop 
basis of the Army, and no further reduction is con- 
templated until such time as overall planning now in 
process concerning the projected needs for medical 
care of the Army can be ascertained and a reduction 
of medical corps officers made in the same proportion. 


Medical Corps officers who will enter on active duty 
after completing the Army Specialized Training Pro- 
gram in medicine and a suitable internship will during 
the coming months be used largely to replace those 
Medical Corps officers who are lost to the service. 


ww * 
ARMY HOSPITALS SEEK OCCUPATIONAL 
THERAPISTS 


A serious shortage of occupational therapists, who 
play a vital role in the reconditioning of sick and 
wounded soldiers, exists in army hospitals, in addition 
to the lack of nurses and trained medical technicians. 
The Office of the Surgeon General reported that of 
the 1,800 qualified registered occupational therapists 
in the country the Army has only 225 and has imme- 
diate need for another 225. Openings exist in all parts 
of the country for this highly important work. Ap- 
plicants who are employed on a civilian status must be 
graduates of a course in occupational therapy ap- 
proved by the Council on Medical Education and Hos- 
pitals of the American Medical Association or must be 
a registered ocupational therapist. The approved 
course has a minimum requirement of at least four 
years in an approved college. The Civil Service classi- 
fication is subprofessional 5 and the pay is $1,800 a 
year, plus overtime. Applications for employment 
should be made directly to the Office of the Surgeon 
General, Washington, D. C., and application forms are 
obtainable at any post office. 











TRAINING OFFICERS FOR THE 
ARMY MEDICAL CORPS 


Courses of instruction in internal medicine and 
medical specialties and in general surgery and surgical 
specialties which are being set up in army service 
forces general and certain regional hospitals for army 
officers will be discontinued at the Mayo Foundation 
with the completion of the present quarters, according 
to an announcement at the Office of the Surgeon 
General. 

Officers of the Army Medical Corps will continue 
in the Mayo Foundation their training in anesthesia, 
physical medicine and clinical roentgenology according 
to the usual schedule that has been in operation in 
these courses. 

Courses in maxillofacial and plastic surgery and in 
other special fields for individual officers will be con- 
tinued at the Mayo Foundation as requested by the 
Army or Navy. Over 1,200 officers have participated 
in the several courses in the Mayo Foundation since 
they were inaugurated in January 1942. These courses 
were organized on the assumption that during a twelve 
weeks period a sufficiently comprehensive review of 
the general fields of medicine and surgery could be 
accomplished to conform to the varied needs, ex- 
periences and training of the officers. 

Following the war it is planned that facilities of the 
Mayo Clinic will again be utilized for courses on a 
basis similar to those conducted during the past three 
years for physicians being detached from military 
service and for civilian physicians. 


Ww Ww 


NEW LIGHTWEIGHT ARTIFICIAL LEG 

The War Department stated recently that an im- 
proved artificial leg, made of light metals, plastic or 
fiber, will shortly be made available to amputees of 
the Army. The new prosthesis is the result of study 
and recommendations made by the National Research 
Council, National Bureau of Standards, artificial limb 
manufacturers, scientists, army and navy surgeons and 
the Veterans Administration and will be standardized 
for use by the Army. It provides the best innovations 
and improvements of the custom built leg now in use, 
and the important factors studied were interchange- 
ability of parts, light weight, quality and strength of 
materials. 

A cast aluminum knee joint for above the knee legs, 
consisting of knee block and shin section, and a cast 
aluminum ankle assembly, consisting of shin and foot 
sections, have been adopted. Both are to be produced 
in quantity as soon as the necessary modifications can 
be made for bonding to metal, plastic or fiber. Joints 
have been carefully tested by the Bureau of Standards, 
and specifications provide for the best available metal 
and finish, 

A complete assortment of the various parts that go 
ito an artificial leg will be made available to amputa- 
tion centers so that each center will be able to con- 
tinue the policy of making custom built legs in each 
amputation case. 
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THE ARMY’S RECONDITIONING PROGRAM 

Soldiers recovering from battle wounds are making 
up credits toward obtaining high school and college 
diplomas while in convalescent hospitals, as part of 
the Army’s reconditioning program. The curriculum 
offered by the program includes music, printing, auto- 
motive mechanics, business and army administration, 
electricity, photography, carpentry, pattern making, 
watch repairing, metal working, lettering and sign 
writing, welding, canvas and leather working and 
drafting. Patients are not held in army hospitals to 
complete any course of study. When they have reached 
the maximum benefit of hospitalization they are re- 
turned to duty. 

Wounded soldiers, now being evacuated from over- 
seas at the rate of more than 33,000 a month, first 
are sent to one of sixty-four general hospitals best 
suited for the special type of treatment required. 
When a patient has recovered sufficiently and no 
longer requires daily ward care, he is removed to a 
convalescent hospital. 


* * 
AUTHORIZED BADGE FOR MEDICAL 
PERSONNEL IN COMBAT 
A special badge will be awarded to army medical 
personnel who serve with combat units under fire. The 
badge is of silver metal, elliptic, with the Medical 
Department’s insigne, the caduceus, and the Geneva 
Cross superimposed on a litter surrounded by a 
wreath of oak leaves, and is to be worn on the left 
breast above decorations and service ribbons. The 
regimental commander is authorized to make the award 
for “satisfactory performance of duty under actual 
combat conditions.” 
* * 


STATEMENT CONCERNING DISCHARGES 
HELD ERRONEOUS 

Secetary of War Henry L. Stimson recently made 
it known that the statement attributed to the head of 
the Veterans Administration that 250,000 soldiers a 
month will be discharged immediately after the war 
ends in Europe is both unauthorized and without 
foundation. The basic elements in the War Depart- 
ment demobilization plan were made public last Sep- 
tember 6 and remain unchanged. When hostilities 
cease in Europe the War Department intends to mar- 
shal against the Japanese every soldier and every item 
of equipment that can be. used effectively to speed our 
final victory. 

* * 


WACS TO BE NURSE’S AIDES 


As the result of plans to enlist medical Wacs, the 
recruiting of full time remunerated nurse’s aides has 
been stopped by a War Department directive. Aides 
already in the service or now undergoing training will 
be retained. Because of the difficulty of transferring 
these civilians away from home and home responsi- 
bilities, the new plan has been adopted in the knowl- 
edge that medical Wacs can be transferred readily to 
places where there may be an acute shortage of 
nurses. 
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RHEUMATIC FEVER AS A PUBLIC 
HEALTH PROBLEM 
JEROME J. SteverS, M.D., M.S.P.H. 

Chief, Division of Communicable Diseases 
Illinois Department of Public Health 
SPRINGFIELD 

No one has ever attempted to define exactly 
when a disease ceases to be merely a clinical en- 
tity and becomes in addition, a public health 
problem. The difficulty of making such a dis- 
tinction is enhanced by the changing concept of 
what constitutes a public health problem. In the 
not-too-distant past, only those diseases which 
appeared in epidemic form, taking an immedi- 
ate toll of life, and those conditions of environ- 
mental sanitation which produced obnoxious 
odors, were considered to be dangerous to the 
public welfare. 

Today, however, this concept has_ been 
broadened to the point where a disease is now 
considered in the light of its effect, either upon 
the individual as a member of the community, 
or upon the community as a whole. 

When a disease affects a large number of the 
individuals within the community, it becomes 
more than an individual problem; when the in- 
dividuals so affected are likely to be in the most 
productive span of life, the community welfare 
is threatened; and when social and economic 
factors, not within the control of the individual, 
affect the incidence and progress of the disease, 
community recognition and responsibility are 
needed. This method of approach has been ap- 
plied to diseases such as tuberculosis, syphilis, 
and poliomyelitis. Rheumatic fever with its 


Presented before the Section on Pediatrics, 104th Annual 
Meeting, Illinois State Medical Society, Chicago, May 16, 
1944, 


similar effect upon the general welfare, its in- 
fectious nature, and its close association with 
other infectious diseases should be considered as 
equally significant from the public health view 
point. 

Incidence of Rheumatic Fever. — It is gen- 
erally accepted that the incidence of rheumatic 
fever is high, but since it was not included in 
the list of reportable diseases until quite re- 
cently, exact figures are not available and re- 
course must be had to other methods of deter- 
mination. 

Table 1 shows the number of cases of rheu- 
matic fever reported in Illinois since 1940, the 
disease first being made reportable by the City 
of Chicago in May, 1940 and by the State of II- 
linois in May, 1943. 


TABLE 1 
RHEUMATIC FEVER IN ILLINOIS 








Year Chicago Downstate State Total 
 Perere errr ye 1,470 a 1,473 
BUG Se ndsusnegees 579 29 608 
NONE. Scitientecudcce 398 25 423 
BOGS .cccccccvececs 203 102 305 





In Norway, Denmark and Iceland, where re- 
porting has been compulsory for 50 years, the 
statistics in general indieate an incidence of 
one to three cases per thousand total popula- 
tion. The criteria used for the diagnosis of 
rheumatic fever, however, are not readily ascer- 
tained, and in contra-distinction to the experi- 
ence in this country, rates. among adults were 
stated to be higher than among children. The 
indication is that these rates represent the num- 
ber of attacks of illness rather than of new 
cases. 

Swift! in analyzing the combined attendance 
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at 56 cardiac clinics in New York City, where 
the standardized criteria of diagnosis formulated 
by the New York Heart Association are used, 
estimated that in 45% of the new patients ap- 
plying for care at these clinics, the heart disease 
was of rheumatic origin. 

Attempts have been made to use hospital ad- 
mission rates as indices to the prevalence of 
rheumatic fever. As shown by Paul?, these ad- 
missions which form from 2 to 3% of the total 
number of patients admitted to the medical 
services of general hospitals and about 6% of 
total admissions to children’s hospitals, do not 
serve as a good index of prevalence, for they 
measure merely the extent to which local physi- 
cians use the average hospital for this particular 
disease, and the hospital admission rates thus 
become a useful measure of the importance, rath- 
er than the prevalence of a given disease in a 
given community. 

Surveys among special groups provide a 
means of determining the number of individuals 
with clinical evidence of rheumatic heart dis- 
ease within a given age group. ‘Table 2 illus- 
trates the findings of a number of surveys among 
school children. 

TABLE 2 
OBSERVED AND ESTIMATED PREVALENCE 
OF 


RHEUMATIC HEART DISEASE IN 
SCHOOL CHILDREN 








Organic Rheumatic 


School Heart Heart 
Population Disease Disease 

Survey Involved Per 1,000 Per 1,000 
Chicago, 1923 (3) .... 158,826 9.0 7.20 
Chicago, 1924 (3) .... 153,671 15.0 12.0 
Chicago, 1925 (3) .... 130,260 17.0 13.6 
Florida, Illinois and 
Missouri, 1929 (4) .... 17,974 10.0 8.0 
Philadelphia, 1937 (6) . 33,293 6.0 3.9 
Cincinnati, 1938 (6) .. 85,389 3.6 2.0 
Louisville, 1941 (5) .. 41,905 5.2 3.6 





It should be emphasized that the value of 
such surveys depends upon the manner in 
which they are made. The data should be col- 
lected by someone who is familiar with and on 
the look-out for signs of rheumatic fever and 
rheumatic heart disease, rather than from brief 
notations about the heart made in the course of 
routine school physical examinations. More 
uniform diagnostic criteria are indicated. 

Table 3 shows the prevalence of rheumatic 
heart disease among university students. 











TABLE 3 


PREVALENCE OF RHEUMATIC HEART DISEASE 
AMONG STUDENTS OF 13 AMERICAN UNIVERSI- 
TIES — COLLECTED BY HEDLEY 








Per Cent 
Number of Students With Rheumatic 


University Examined Heart Disease 
REE, oc ss wsadentch raters 1,740 0.58 
MRS dineccies beets sais 5,027 0.46 
Se ee ere 1,841 0.54 
ree rarer re 4,662 0.88 
RECEP ER ee IE 1,649 0.18 
PENN 6 one's eeac nea ae 3,482 0.55 
en a EEE eee 5,028 0.10 
ee PEE CL Or OTe 1,616 0.87 
NN nie iidia scene > ciais 1,746 0.50 
SME <h.a)0's 570, 66% Sea soe 5,840 0.79 
RSE Ree err eran 4,361 0.57 
NONE. 5a hs ia eho 4a0e'e 2,397 0.83 
EEE) | Sicatenaisisicy Gs saws 3,620 0.10 
fi oy ie a ee 43,012 0.61 





Paul? has summarized the question of the inci- 
dence of rheumatic heart disease by stating that 
this condition has been detected among school 
children at a rate of from 0.3 to 4.0 percent, and 
among college students from 0.6 to 1.0 percent, 
and finds that a general estimate of case preva- 
lence for rheumatic heart disease in the United 
States as a whole would indicate that between 
350 to 700 cases exist for every 100,000 people. 


An analysis of causes of rejection and inci- 
dence of defects in selective service registrants 
from 21 selected states, (not including Illinois) 
for the period November, 1940 through Septem- 
ber, 1941 gave the rate of rheumatic heart dis- 
ease as 3.5 for every 1,000 registrants. 


Rowntree in a conference on rheumatic fever 
held in Washington in October, 1943 reported 
that as of July 1, 1943 there were 2,976,000 
registrants aged 18 to 37 in Class IV-F; of 
these, 190,100 were so classified because of 
cardio-vascular defects. Applying the findings 
of the special Sub-committee on Cardio-vas- 
cular Diseases of the National Research Council 
to these 190,100 men, it would appear that on 
last July 1, somewhere in the neighborhood of 
95,000 men, or more than 6 Divisions, were not 
fit for military service because of rheumatic 
heart disease. 


Exact figures for Illinois selective service 
registrants are not available as yet, but it has 
been stated that 14 out of every 1,000 registrants 
examined in the state were rejected as unfit for 
military status because of cardiac defects. 
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Deaths from Acute Rheumatic Fever and Chronic Rheumatic Heart Disease, with Age Specific Rates: 





TAB 


JEROME J. SIEVERS 





LE 4 


United States and Illinois, 1940 











Estimated Population Deaths Rate per 100,000 Population 
Age Group United States Illinois United States Illinois United States Illinois 

0-5 10,541,524 456,962 198 8 1.88 2.56 

5-9 10,684,622 542,759 611 20 5:44 6.82 
10-14 11,754,935 618,280 1,051 30 8.94 10.67 
15-19 12,333,523 672,996 987 13 8.00 8.32 
20-24 11,587,835 687,842 898 11 7.75 8.29 
25-29 11,096,638 683,556 1,043 14 9.40 10.09 
30-34 10,242,388 643,176 1,276 12 12.46 15.70 
35-39 9,545,377 612,917 1,447 4 15.16 17.78 
40-44 8,787,843 579,785 1,676 1 19.07 16.73 
45-49 8,255,225 $61,573 1,899 4 23.00 20.66 
50-54 7,256,846 493,139 2,106 5 29.02 27.17 
55-59 5,868,224 385,511 2,117 5 36.08 30.35 
60-64 4,759,564 300,782 2,259 1 47.46 43.22 
65-69 3,747,800 235,125 2,824 — 75.35 73.58 
70-74 2,560,803 165,281 2,429 1 106.57 115.56 
75 — 2,655,128 167,557 6,034 5 227.26 251.85 





Applying the rate of 350 to 700 per 100,000 
population to the population of Illinois between 
the ages of 5 and 21 would yield figures indicat- 
ing that there are in Illinois from 6,889 to 13,- 
778 cases of rheumatic heart disease in this age 
group alone. 

Mortality In Illinois. — Some idea of the 
rheumatic fever problem in Illinois may be 
gained by study of the mortality statistics. 

Table 4 gives the deaths from acute rheumatic 


100 ,000 


fever and chronic rheumatic heart disease for 
the United States and Illinois by specific age 
groups for the year 1940. As may be seen, the 
Jllinois age specific rates are consistently higher 
for all 5 year age groups under 40. The dif- 
ference between the age specific rates for par- 
ticular 5 year groups varies from 4% to 26%. 

This consistently higher rate under 40 is 
shown graphically in Figure I. Had the Illinois 
age-specific mortality rates for acute rheumatic 
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DEATHS FROM ACUTE RHEU- 


MATIC FEVER 


ILLINOIS, 1940 and 1941 


MATIC HEART 
ILLINOIS, 1940 and 1941 





% of Total Deaths 


% of Total Deaths 





Age From Acute Accumulative From Chronic Accumulative 
Group Deaths Rheumatic Fever Per Cent Deaths Rheumatic Ht. Per Cent 
0-5 . 12 5.1 5.1 9 0.3 0.3 
5-9 37 15.7 20.8 28 0.8 1.1 
10-14 41 17.4 38.2 69 2.1 3.2 
15-19 35 14.8 53.0 79 2.4 5.6 
20-24 19 8.1 61.1 106 3.2 8.8 
25-29 20 8.5 69.6 121 3.6 12.4 
30-34 19 8.1 "bh 164 4.9 17.3 
35-39 6 2.5 80.2 190 5.7 23.0 
40-44 3 1.3 81.5 201 6.0 29.0 
45-49 6 nD 84.0 218 6.6 35.6 
50-54 14 5.9 89.9 259 7.8 43.4 
55-59 5 2.1 92.0 226 6.8 50.2 
60-64 2 0.8 92.8 256 7.7 57.9 
65-69 3 1.3 ° 94.1 325 9.8 67.7 
70-74 6 2:5 96.6 364 10.9 78.6 
75-79 5 2.1 98.7 297 8.9 87.5 
80-— 3 is 100.0 414 12.4 99.9 

TOTAL 236 100.0 3,326 99.9 





fever and rheumatic heart disease applied to the 
population of the United States by the same 
age groups, there would have been a 37% in- 
crease in the number of deaths from these causes 
in the country as a whole. 

From Selective Service figures, it has been 
shown that rheumatic heart disease is an im- 
portant cause of disablement in a very valuable 
segement of our society. A study of the data on 
age at death from acute rheumatic fever and 
rheumatic heart disease further serves to illus- 
trate that these conditions are also responsible 
for a large loss of life during the most productive 
and reproductive span of man’s existence when 
family responsibilities are usually the greatest. 

Hedley® in his Philadelphia hospital studies 
showed that of the deaths from rheumatic heart 
disease and super-imposed subacute bacterial 
endocarditis, 32% of all such deaths occurred 
in the age group up to 19; 21% between the 
age of 20 and 29; 21% between 30 and 39, and 
15% from 40 to 49. 

Table 5 shows the number and percent of 
total of deaths from acute rheumatic fever and 
rhewmatic heart disease in Illinois by age groups. 
The variations from Hedley’s observation are 
probably due to the fact that the Illinois figures 





do not include deaths from subacute bacterial 
endocarditis and are not limited to hospital 
deaths. 

Figure II shows the leading causes of death 
in Illinois in the age group of 2 to 34 for the 
years 1940 and 1941. As can be seen, deaths 
from the rheumatic fever group were greater 
than those from pneumonia and were exceeded 
only by those from violence and accidents, and 
tuberculosis. 

Figure III shows that the number of deaths 
in this age group from rheumatic fever and 
rheumatic heart disease more than double the 
combined total of deaths from seven other com- 
mon infectious diseases. 

Economic and Social Aspects. — Taran® has 
said that rheumatic fever is a disease of the 
poor and that more than 90% of the cases 
are found among children belonging to the poor- 
er strata of the community. 

Paul and his associates? in New Haven found 
that the highest incidence of rheumatic heart 
disease (48 per 1000) was among pupils at- 
tending a school in one of the poorer districts 
of the city and that this incidence was 1.5 
times higher than that found in a public school 
in one of the better distritts, and 8 times high- 
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er than the incidence in a nearby private urban 
school. 

Wilson in a study of the social, environ- 
mental and economic condition of 329 subjects 
attending the cardiac clinic of the New York 
Nursery and Child’s Hospital (in 1926) found 
that a majority of the children came from 
moderately well-to-do homes of the industrial 
laboring class of the city and pointed out that 
these findings were in accord with the observa- 
tions of the Housing Inquiry of the Medical 
Research Council of Great Britain, which re- 
ported that: “The greatest incidence of rheuma- 
tism was found in the better class of industrial 
homes.” 

It would seem to be well established that 
most of the cases of rheumatic fever occur 
among the lower income groups. When it is 
considered that the treatment of acute rheu- 
matic fever involves expert medical and nursing 
care, hospitalization, usually, during the acute 
stage, and then rest in bed for a long period; 
and that following complete recovery, steps such 
as periodic examination, correction of physical 
defects, and adjustment of the home situations 
to provide a favorable environment, must be ex- 
erted to prevent a recurrence of the acute infec- 
tion, it can readily be appreciated that the abil- 
ity to finance such a program is usually well be- 
yond the means of the average family. 

As Huse’* has stated, control of rheumatic 
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fever also calls for parents educated to be aware 
of suspicious symptoms in their children, physi- 
cians trained in the diagnosis and treatment of 
the disease; hospital facilities for the care of 
sick children; convalescent wards, sanatoria, 
convalescent homes, or small nursing homes for 
the provision of long-time bed care for the child 
whose own home cannot be made adequate for 
the purpose; education and recreational therapy 
for children who are in bed for long periods; 
public health nurses to visit the home; social 
agencies to help adjust social and economic fac- 
tors in the home; well developed school health 
service to watch for symptoms of recurrence; 
and occasionally vocational-rehabilitation serv- 
ice for the guidance of adolescents with serious 
heart damage. ‘To achieve these services, more 
than money is required. There must be or- 
ganized effort in the community, in the State 
and on the Federal level. 

In England, the London County Council 
School Medical Authority has a plan which op- 
erates in conjunction with the Ministry of 
Health and Board of Education to discover 
cases, ensure proper diagnosis, provide care dur- 
ing the active stage, and give supervision after 
recovery. The services of the family physician, 
the clinic, the hospital, the convalescent home, 
the school, and the home are so integrated that 
the child with rheumatic fever receives adequate 
care during the acute attack, and regular medi- 
cal supervision afterward. 

One of the most forward steps was taken in 
this country when the American Academy of 
Pediatrics in 1938 recommended that heart dis- 
ease should be considered a crippling condition, 
and Congress in the following year provided ad- 
ditional Federal funds for crippled children’s 
services, with the understanding that the funds 
would be used for assisting state agencies in de- 
veloping services for children with rheumatic 
fever and heart disease. According to the Chil- 
dren’s Bureau, 14 states had such programs in 
operation in 1943. 

In Illinois the Division of Services for 
Crippled Children is prepared to set up demon- 
stration programs in selected areas as soon as 
malified medical personnel become available. 
These programs can only serve to point the way 
until the time when more adequate funds are 
made available, either through amendment of 
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the Social Security Act or through State appro- 
priations. 

Already an increasing number of children with 
cardiac conditions are being referred to the 
crippled children’s clinics being held through- 
out the state. 

Voluntary agencies, such as the Chicago 
Heart Association, have nobly performed their 
traditional role of calling the attention of the 
public to the danger of these conditions and of 
demonstrating that even with their limited 
funds, progress in control can be achieved. 


SUMMARY 


That the rheumatic fever syndrome constitutes 
a public health problem is demonstrated by its 
incidence in the general population, by its yank 
as a cause of death in a most important age 
group, and by the social and economic factors 
that place its control beyond the means of the 
average family. 

Both voluntary and official agencies are in- 
creasing their capacities to cope with this prob- 
lem and the cooperation of the medical profes- 
sion in aiding and implementing these programs 
and in stimulating public interest is as im- 
portant as eontinued research into the causes, 
modes of spread and treatment of the rheumatic 
fever syndrome. 

REFERENCE 

1. Swift, H. F.: “Public Health Aspects of Rheumatic 
Heart Disease” J.A.M.A. 115: 1509, 1940. 

2. Paul, J. R.: “The Epidemiology of Rheumatic Fever” 
Am. Heart Association, Metropolitan Life Ins. Co., 
1943. 

3. Bainton, J. H.: ‘Heart Disease and School Life” Am. 
Journal Public Health 18: 1252, 1928. 

4. Clark, T.: “Heart Disease a Public Health Problem” 
Pub. Health Rep. 44: 2463, 1929. 

5. Weiss, M. M.: “Incidence of Rheumatic and Con- 


genital Heart Disease Among School Children of Louis- 
ville, Ky.”” Am, Heart J. 22; 112, 1941, 

6. Rauh, L. W.: “The Incidence of Organic Heart Dis- 
ease in School Children’ Am. Heart J. 18: 705, 1939. 

7. Hedley, O. F.: “Incidence of Rheumatic Heart Disease 
Among College Students in the United States.” Pub. 
Health Rep. 53: 1653, 1938. 

8 Hedley, O. F.: ‘Fatal Rheumatic Heart Disease in 
Philadelphia Hospital” Pub. Health Rep. 55: 1707, 1940. 

9. Taran, L. M.: ‘Problems in Management of Rheumatic 
Disease in Childhood” Jour. of Pediatrics 24: 62, 1944. 

10. Paul, J. R., Harrison, E. R., Salinger, R., and De 
Forest, G. H.: “The Social Incidence of Rheumatic 
Heart Disease’ Am. J. Med. Sc. 188: 301, 1934. 

11. Wilson, May G.: “Rheumatic Fever’ The Common: 
wealth Fund, New York, 1940. 

12. Huse, Betty: ‘Rheumatic Fever in Children” The 
Child, U.S. Dept. of Labor, 7: 11, 1943. 








RI 
disea 
betw 
the ¢ 
well 

It 
occu 
ducit 
tricié 
case 
desct 

In 
of i 


Bl 
unkn 
strep 
been 
infec 
tions 
respi 
dren 
of rl 
of tl 
occu! 
hem 

So 
teres 
facto 
temp 
dispc 
for | 
laws 
is m 
than 
possi 
opme 
The 
mati 
Som 
envi 
‘heme 
actio 


a 


Rea 


Thlinoi 

















April, 1945 


RHEUMATIC FEVER IN CHILDHOOD 
H. Witi1am ELteHamMeER, M.D. 
CHICAGO 

Rheumatic fever is essentially a childhood 
disease. The highest incidence of onset is found 
between fivetand nine years of age. In the child 
the disease presents its most typical symptoms as 
well as its greatest variety of manifestations. 

It is conceivable that the “primary” infection 
occurring in the child with its virgin soil pro- 
ducing symptoms well recognized by the pedia- 
trician, may occur in adult life. If this is the 
case such a clinical picture has not as yet been 
described nor recognized. 

In some phases of the disease and in many 
of its manifestations fever is not a marked 
symptom or not present at all; therefore, the 
term rheumatic infection may be more correct 


ease, 

The etiology of rheumatic infection is still 
unknown. A close relationship to hemolytic 
streptococcal upper respiratory infections has 
been demonstrated both in regard to the primary 
infection as well as to reactivations or exacerba- 
tions of the disease. However, similar upper 
respiratory infections occurring in other chil- 
dren have not been followed by the development 
of rheumatic infection. Likewise, reactivations 
of the rheumatic infection have been found to 
occur in many instances without additional 
hemolytic streptococcal infections. 

Some of the predisposing causes are of in- 
terest and importance. The/climate is a definite 
factor, the disease being most prevalent in the 
temperate zone. A’ familial tendency or pre- 
disposition to the disease has been recognized 
for a long time and seems to follow definite 
laws of heredity. The incidence of the disease 
is much higher in children of rheumatic families 
than in non-rheumatic. It may, therefore, be 
possible to anticipate and to predict the devel- 
opment of rheumatic infection in some children. 
The present view of the pathogenesis of rheu- 
matic infection may be expressed as follows: 
Some individuals conditioned by heredity and 
environment respond in a particular manner to 


‘hemolytic streptococcal infections and their re- 


action produces the clinical and pathological pic- 
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ture rather than a specific etiological organism. 

Rheumatic infection is a systemic disease of 
marked chronicity resembling both pathologi- 
eally and clinically tuberculosis and syphilis. 
The pathology of rheumatic infection has under- 
gone an interesting evolution. Arthritis and 
other rheumatic manifestations were formerly 
thought to produce the valvular changes and 
the involvement of the heart considered a com- 
plication instead of a primary manifestation of 
the disease. Similarly our attention was fo- 
cused upon the vegetations of the heart valves 
and the changes in the pericardium, and not 
until rather recently have we discovered and 
fully appreciated the involvement of the myo- 
cardium. Pathological changes in the myo- 
cardium occur early in the disease. They are 
often subclinical i.e. not evidenced by physical 
examination but may be demonstrated by such 
changes in the electrocardiogram as prolonged 
PR intervals, flattening of the T, wave and 
disturbances in the QRS complexes. 

Rheumatic infection is an inflammatory con- 
dition of the fibrous tissues throughout the body 
involving first and foremost the heart, often the 
joints, the subcutaneous tissues, occasionally the 
brain and other organs. A typical lesion is the 
submiliary nodule or Aschoff’s body. These le- 
sions are found in close relation to the ad- 
ventitia of the small arteries and vary somewhat 
with the structure of the organ in which they 
are found. Swift has pointed out that there 
are two main types of lesions in rheumatic in- 
fection, the one proliferative and the other 
exudative. The proliferative one is the essential 
lesion, the exudative lesion incidental and non- 
specific. It is interesting to note that the clin- 
ical course and presenting symptoms parallel the 
activity and changes in the pathological lesions. 

The onset of rheumatic infection in childhood 
is usually rather insidious, often difficult to 
diagnose and frequently occurs unrecognized. 
The disease seems to remain in its systemic 
phase for a relatively long time, with minimal 
local tissue manifestations. During this phase 
of the disease, however, the child presents a 
rather definite and striking clinical picture. We 
may briefly enumerate the symptoms and signs 
presenting themselves in a case of rheumatic in- 
fection as follows: 


Fatigue, always a serious symptom in a child 
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and resulting from the toxemia present. Irri- 
tability is usually present, also a result of the 
toxic effect of the infection. Anorexia together 
with loss of weight or failure to gain. A rather 
distinctive pallor of the face together with cold 
and clammy hands and feet. This pallor does 
not reflect a state of anemia but rather a vaso- 
motor instability. Night sweats are common 
and parallel the severity of the infection. Epi- 
stazis, spontaneous in character, not requiring 
any degree of trauma, is frequently met with. 
Elevation of the pulse rate or an abnormal in- 
crease in the rate in response to fever or exer- 
cise. Low grade fever, with the increase in tem- 
perature usually occurring in the afternoon. A 
variety of vague pains referred to the extrem- 
ities, joints and the abdomen. ‘These pains 
usually are relieved by heat and salicylates. 


Many of the above symptoms and signs are 
due to the toxemia produced by the infection 
and differ therefore in no way from toxic states 
due to tuberculosis, undulant fever, leukemia, or 
acute and chronic focal infections. Others, such 
as epistaxis, the changes in the pulse rate, and 
growing pains, give evidence of minimal rheu- 
matic localizations with definite rheumatic 
pathological processes. 


The diagnosis of rheumatic infection in its 
systemic phase is often rather difficult. It may 
require some time to prove or disprove its cor- 
rectness. With the aid of the sedimentation 
rate we may exclude acute infections. If our 
case is found to have increased sedimentation 
rate on repeated examinations, we are dealing 
with a chronic disease. Tuberculin tests to- 
gether with chest studies would differentiate 
this disease. Blood studies, such as agglutina- 
tion tests, and morphological studies would help 
to eliminate undulant fever, blood dyscrasias 
and other chronic infections. 


The history of rheumatic infection in the 
family, the presence of the above symptoms and 
the chronic nature of the disease, make it pos- 
sible to establish a tentative diagnosis of early 
rheumatic infection, The subsequent course of 
the disease together with the appearance of 
major manifestations wil definitely establish 
the diagnosis. 


The major manifestations of rheumatic in- 
fec:ion, such as carditis, with valvular heart dis- 
ease, 


polyarthritis, Sydenham’s chorea, sub- 
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cutaneous nodules and skin lesions, are well de- 
fined. We have evidence to believe that local- 
izations occur in almost any organ. Rheumatic 
pneumonia, a rather rare localization, has been 
definitely established by pathological studies, 
Enlargement of the liver is often seen in chil- 
dren during the active phase of the disease and 
precedes cardiac failure. This suggests that the 
enlargement is not due to passive congestion but 
rather to direct involvement of the liver by the 
rheumatic process. 

The course, the damage to the heart, and 
ultimate outcome of the disease seem to be di- 
rectly related to the severity, duration and re- 
currency of the systemic infection. 

The correct estimation and evaluation of the 
activity of the disease are of greatest importance. 
The presence of such manifestations as poly- 
arthritis, acute carditis, showers of subcutaneous 
nodules and exanthemata, clearly indicate ac- 
tivity of the disease. On the other hand, in 
many cases not presenting any major manifesta- 
tions it is rather difficult to determine clinically 
if the infection is latent or active. 
cases regularly repeated erythrocyte sedimenta- 
tion tests together with differential blood counts 
have proven to give in most cases reliable in- 
dications as-to the state of the infection. 

2376 East 71st Street 


DISCUSSION 


Dr. Edmund Lawler, Chicago: I think about the 
only thing I can do is open the discussion and hope 
someone else will carry on. After hearing Dr. 
Elghammer’s very excellent paper I do not know 
of anything of any importance that I can discuss. 

I believe available educational facilities, attention 
to hygiene, adequate medical* supervision, and ad- 
justing the child physically and emotionally to his 
handicaps, are factors which are very important, 
and these factors are such as may require con- 
valescent institutional care in a great many cases. 

Unluckily, such ideal conditions do not exist in 
very many districts. 


I further believe that opportunities for research 
and training should be made available. My prob- 
lem in a great majority of cases of the children I 
have with rheumatic fever, is treating the child, 
perhaps more often the mother, to relieve her of 
emotional strain. 

One of the hardest things in pediatrics is to have 
a child with a temperature and symptoms of rheu- 
matic infection, and to try to handle that child at 
home. I think it is a serious problem and especially 
with the summer weather coming on. In _ the 
winter-time we don’t have so much trouble keeping 


In these : 








April, 


the cl 
makes 
childre 
In 
dren i 
can g 
first t 
yard. 
Twi 
to be 
tion | 
chron 
missil 
myoc 
termi 
Toe 
tion 
preve 
Dr. 
Dr. | 
rheun 
feel v 
Th: 
ship 
comn 
is 
gardi 
that 
great 
every 
and | 
toms, 
tion. 





1 de- 


ocal- 
natic 
been 
dies, 
chil- 
and 
t the 
. but 
’ the 





» 1945 





April, 1945 





the child in the house, but the warmer weather 
makes it very difficult to hold down a lot of these 
children who really should be kept quiet. 

In nice weather mothers will bring their chil- 
dren in or will call up and want to know if Johnny 
can go out in the yard and sit in the sun. The 
first thing you know, Johnny is running around the 
yard. 

Twenty years ago or so, endocarditis was thought 
to be the only well recognized common manifesta- 
tion of rheumatic heart disease, either acute or 
chronic. Only occasionally was pericarditis ad- 
missible as a complication.. Involvement of the 
myocardium was perhaps thought of only as a 
terminal complication. 

Today we are interested in the early manifesta- 
tion of rheumatic heart disease so we can try to 
prevent the findings of endocarditis. 

Dr. M. L. Blatt, Chicago: When Dr. Black and 
Dr. Elghammer have finished the discussion of 
rheumatic infections there are very few of us who 
feel we can add much to the subject. 

Through their experience and under their leader- 
ship the problem of rheumatism in children this 
community and the state at large have profited. 

I would like to echo Dr. Elghammer’s words re- 
garding difficult diagnosis. I think of no disease 
that comes under our observation that presents 
greater difficulty in diagnosis. I do not believe 
every child with cold hands and pallor of the face 
and fatigue and perhaps some of the other symp- 
toms, is of necessity harboring a rheumatic infec- 
tion. It has always seemed to me that there are 
many subacute infections of the respiratory. tract 
associated with glandular infection in which there 
are similar findings. 

I believe that changes in blood and sedimentation 
rate are our best indices in changing a probable 
to an absolute diagnosis in the cases in which 
there are no skin manifestations, chorea, poly- 
arthritis or cardiac manifestations. 

As Dr. Elghammer has said, it is a very im- 
portant disease in childhood, and through his and 
Dr. Robert Black’s efforts it is assuming more 
importance now than in the past. 

I do not agree with Dr. Elghammer that this 
disease is based on a hereditary predisposition. It 
has been my experience that rheumatic fever, like 
tuberculosis, is a contact infection, I am of the 
opinion that we will eventually determine the or- 
ganism and find that the grandmother has trans- 
mitted the disease to her grandchildren who are, 
of course, cousins. I think it is a contact infec- 
tion, and I believe that the research effort will 
define the specific bacterial or virus etiology. 


Dr. H. William Elghammer, Chicago (closing): 
There is no evidence to date giving us any right to 
believe this disease to be similar to tuberculosis as 
far as contact infection is concerned. As Dr. Blatt 
referred to it, there are outbreaks of this disease. 
In an outbreak of rheumatic infection at Great Lakes 
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Naval Training Station a careful study was made of 
any previous rheumatic manifiestations. An _inter- 
esting thing was that the histories obtained from 
the men’s families were negative, showing no rheu- 
matic infection. 

But after contacting the doctors in the various 
neighborhoods, they found an incidence of over 
50 per cent of positive histories of rheumatic in- 
fections. In other words, these patients 18, 20, 22, 
24 years of age, coming to the camps, experienced 
streptococcal infections. A great many of them 
came down with rheumatic infection, and at least 
50 per cent of them were old cases of rheumatic 
infection. They were reactivations, not primary in- 
fections. 


Another thing that is rather interesting, and 
which would have a bearing on Dr. Blatt’s idea, is 
that I do not know if anyone has ever seen a case 
of primary rheumatic infection in an adult. Primary 
infection seems to occur in childhood. As I men- 
tioned before this response on the part of the host 
differs from the usual pathological reaction. It is 
a conditional response on the part of the individual, 
and that is as far as we can go up to date with the 
knowledge we have of the rheumatic infection. 





THE TREATMENT OF THE RHEUMATIC 
SYNDROME 
Puiuip Rosensium, M.D. 
CHICAGO 


In the management of the rheumatic syn- 
drome, one deals with children suffering from 
a progressive disease which may be, and often is, 
of many years duration. It is a disease which 
may damage the heart beyond repair, but in 
addition, it often produces chronic invalidism 
with all the associated psychosomatic disturb- 
ances that come in its wake. Proper medical 
management, therefore, must aim at the fol- 
lowing: the arrest of the progression of the ac- 
tive rheumatic process, prevention of recurrent 
attacks and of cardiac damage as far as pos- 
sible, besides the prevention of psychic dis- 
turbances attendant upon a chronic protracted 
illness. Finally an attempt should be made to 
fit the patient into a useful occupation. This 
may be done even with many of those considered 
hopeless cardic invalids. Work along these lines 
has already been started in many communities 
including Chicago. 

Since there is no. known successful remedy for 
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rheumatic heart disease, the best management 
depends as much upon the public health facil- 
ities which are available and the intelligent use 
of them as upon the use of medication or other 
specific therapeutic agents. Rheumatic fever, 
unlike infantile paralysis, has the tendency to 
acute exacerabations and this necessarily in- 
volves a long range therapeutic program when- 
ever a diagnosis of rheumatic heart disease is 
made. Care begins with the acute stage and 
continues through convalescence and for years 
after puberty as a general rule. This will in- 
volve an adequate program of proper educational 
and vocational guidance with the cooperation of 
public health organizations. This plan has been 
evolved to a much greater extent in England 
than in our country. 


The treatment varies with the stage of the 
disease. The care of the acutely ill child can 
uoually best be given in a hospital or in a sana- 
torium where there are adequate facilities for 
the care of acute illness. Nevertheless, many 
acutely ill children may be adequately treated 
at home. Bed rest is the most important single 
therapeutic measure. Rest should be both men- 
tal and physical. One must realize that he is 
dealing with an inflamed organ, the heart, and 
that drugs, up to now, have but little influence 
upon the inflammatory process. Even though 
the heart cannot be put completely at rest, this 
should be approached as closely as possible. Too 
much emphasis cannot be placed on the neces- 
sity for rest and quiet as essential to a favorable 
outcome. This period of rest may involve many 
weeks and even months, but there are some pa- 
tients who require only a few weeks in bed. 


There is no known successful remedy in the 
treatment of rheumatic heart disease. Drugs 
are of value only in certain passing phases. 
Treatment by vacciries, sera, or sulfonomides has 
proved disappointing and it is the consensus of 
opinion that sulfonomides may even be harmful ; 
however, my personal experience similar to that 
of Dr. Zahorsky of St. Louis, Missouri, has con- 
vinced me of the efficacy of the sulfonomides 
for the first two or three days of what appeared 
to be a rather severe attack of rheumatic fever 
and then switching over to regular doses of 
salicylates; the results at times are rather strik- 
ing. I think this deserves further trial and study. 
Data to date has shown that penicillin is of 
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no value in rheumatic fever. Salicylates are 
the most important drugs during the active 
stage of the disease. They act by reducing the 
fever, joint swellings, muscle pains, tenderness 
and related symptoms. Unfortunately there ap- 
pears to be no comparable improvement in 
nodules, chorea, skin rashes or carditis. Ac- 
cording to most authorities, it does not affect the 
rheumatic process within the heart. However, 
recently Coburn and his co-workers have pre- 
sented some interesting figures which may prove 
the contrary. Rather large doses are usually 
necessary, 120 to 150 grains daily depending 
upon the size of the patient. When giving these 
heavy doses one should be alert for the occur- 
rence of toxic symptoms such as nausea, vomit- 
ing, and tinnitus. Visual disturbances also 
may be present. Full therapeutic dose should 
be given for several days, then gradually re- 
duced. If the joint pains return, the dose is 
increased again. If toxic signs appear, the drug 
is stopped for a day and resumed in smaller 
doses. Boas and Ellenberg observe a striking 
decrease in the amount of pericardial fluid in a 
number of patients with massive pericardial ef- 
fusions following large doses of salicylates. The 
action seems to be on the effusion itself. 


Dietary regulation is of less importance. The 
diet should be adequate, high in vitamins and 
easily digestible. As soon as the rheumatic pa- 
tient feels like eating a regular diet, this may 
be given. Fluids should be forced to replace 
the water lost through perspiration. Convales- 
cent serum and multiple transfusions have been 
tried with no satisfactory results. Fever therapy 
also seems to have no benefit on the rheumatic 
process and those patients whom I have observed 
taking the fever therapy were most unhappy 
during its application. Sedatives such as codein, 
morphine, and the barbiturates are very helpful 
for the relief of pain and to facilitate rest which 
is so essential. 


One should take all possible measures at hand 
to place such a child in as favorable an environ- 
ment as possible for his or her recovery. Some- 
times in spite of all this a patient may grow 
steadily worse; then again, when all advice as 
to care is regularly ignored, and, when seen 
sometime later, the child’s condition may be 
excellent. Thus, it is difficult to evaluate many 
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of our therapeutic results as the course of the 
disease is so variable. 


Pericarditis with effusion, while very dis- 
tressing, rarely requires any special treatment 
other than the usual general therapeutic meas- 
ures. Aspiration is seldom indicated or bene- 
ficial. Chorea may require protracted bed rest 
and considerable sedation. However, the aver- 
age case requires from six to eight weeks. Nir- 
vanol has been used as have many other drugs 
with equivocal success. However, fever therapy 
when used in the severe choreas seems to shorten 
the active period by about one-third, but here 
again the treatment is not a very pleasant one. 


Following the acute phase of the disease, we 
pass to the less active period. One must always 
bear in mind that a characteristic feature of 
rheumatic disease in children is its tendency to 
recur. This phase of rheumatic fever is es- 
sentially one of low grade carditis, accompanied 


usually by mild fever and anemia, skin rashes, 


and sometimes subcutaneous nodules. Rest, 
which is so important at this time often presents 
a real problem because the patient frequently 
feels quite well. It is necessary to acquaint the 
parents and the patient with the nature of the 
disease in order to get the necessary cooperation. 
Even though the patient seems quite well, if ‘we 
can assure him that he is being restricted tem- 
porarily only because of an active disease process 
and in order to minimize the amount of perma- 
nent heart damage, it is surprising to see how 
readily the average child will adjust himself 


‘ to this program. Resumption of activity of the 
_ patient should be gradual and under constant 


scrutiny. Convalescent homes or sanatoriums 
offer ideal conditions for this period although 
foster homes are being used more and more be- 
cause so many of the patients come from the 
underprivileged groups. The services of a 
trained social worker and public health nurse are 
valuable adjuncts to the successful long-term 
treatment and essential follow-up adjustment. 
Good medical supervision is important in any 
pediatric condition. Measures that improve the 
general health are essential. These include 
supervising the proper diet, instructions con- 
cerning environmental conditions, correcting 
bodily defects, such as anemia and the elimina- 
tion so far as possible of all foci of infection. 
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The question of tonsillectomy is always a dif- 
ficult one to decide. Tonsils should be removed 
whenever there is a history of repeated tonsilitis 
or other reason for their removal, even though 
no rheumatic process is associated with them. 
However, routine indiscriminate removal of ton- 
sils and adenoids should be discouraged. When 
done, complete surgical enucleation should be 
performed as partial removal may even be more 
detrimental than leaving the tonsils in. No 
tonsillectomy should be done in the active stage 
of the disease. It is advisable to give sulfon- 
omides for a few days preceding and follow- 
ing the tonsil operation. Children with rheu- 
matic heart disease tolerate such operations very 
well. 

The amount of exercise permitted will vary. 
In former years the presence of a murmur alone 
usually was enough for many physicians to re- 
strict the patient’s activity unnecessarily. To 
restrict activity on inadequate grounds will do 
more harm than overlooking a slight organic 
lesion and permitting full activity. The mental 
affect of telling the patient or parent that a 
heart murmur exists is tremendous particularly 
if it is followed by vague advice to take things 
easy for a while. A fear may develop towards 
all forms of activity and a subsequent lack of 
exercise soon reflects itself in a poor physical 
state. (It is essential that the physician be 
fully acquainted with the physical condition of 
the patient before prescribing or prohibiting 
exercise. ) 

For the past seventeen or eighteen years we 
have taken each year about 85 to 90 children 
with organic heart disease at Sunset Camp lo- 
cated now at Bartlett, Illinois. These children 
are permitted to play baseball, swim, take hikes, 
and it is the conviction of the medical advisory 
board that this has had no harmful result; on 
the contrary, their mental and physical condi- 
tion seemed to improve. Jn the selection of the 
children who were to go to Camp we were always 
careful, however, to be sure that there were none, 
as far as we could ascertain, with active rheu- 
matic infection, which, as you know, is really 
what matters and not the valvular involvement 
or the size of the heart. 


Heart failure in children differs from that in 
adults in that infection is the principle cause in 


children and not mechanical factors which are 
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responsible for failures later in life. Right 
sided heart failure with dyspnoea is the most 
common type. Since infection is usually pres- 
ent in heart failure of the rheumatic child, 
digitalis is not as effective and the dose often 
required to produce the desired effect approaches 
the toxic one. A trial may be made but the 
patient should be watched very carefully for 
signs of digitalis poisoning such as nausea, 
vomiting, and digitalis electrocardiographic ab- 
normalities. Diuretics are helpful especially 
theocalcin in dosage of 714 to 15 grains three 
times a day. Many of the other diuretics in- 
cluding mercurials are often effective. 100 ccs 
of 25°% glucose solution given intravenously two 
or three times a day is, in my experience, bene- 
ficial, and sedatives are used as in any form of 
heart failure. 


Prevention is the keynote of pediatric en- 
deavor and if the rheumatic syndrome and its 
complications were understood by parents, pre- 
ventive measures could be applied at a time 
when they are of greatest value to the child. 
The physician should become rheumatic fever 


conscious and if possible this disease should be 
made reportable everywhere as it is in many 


cities and a few states. If physicians would see 
to it that every child who recovers from acute 
illness, mild or severe, is examined two or three 
weeks later, a good many with rheumatic mani- 
festations would be detected earlier and preven- 
tive measures could be instituted in an endeavor 
to prevent more serious sequelae. Early recog- 
nition of the so-called “growing pains” and 
change of behavior s6 commonly seen in the 
early stages of chorea, and often first recognized 
by the child’s school teacher, would lead to more 
prompt diagnosis and proper management. It is 
reasonably safe to assume that prevention of 
hemolytic streptococcal infections will prevent 
rheumatic fever. A great deal of work has been 
and is still in progress along this line of en- 
deavor. Practical attainment of this leaves 
much to be desired, yet prophylactic efforts are 
justified since the degree of progressive heart 
disease is proportional to the number and sever- 
ity of the recurrences of the rheumatic fever. 
Individuals recently recovered from rheumatic 
fever, should as much as possible avoid contact 
with patients suffering with streptococcal infec- 


tions. The removal of an especial rheumatic 
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subject to a warmer climate is indicated. The 
removal of all foci of infection, tonsilectomy 
when indicated, chemoprophylaxis are desirable, 
There is considerable evidence accumulated to 
show that if sulfonomides are given from Sep- 
tember to June in doses of one to two grams 
daily, the number of recurrent attacks of rheu- 
matic fever are greatly reduced. At the present 
time, however, sulfadiazine or sulfathiazole are 
preferable. A convenient method is to give two 
doses of 10 grains each daily, morning and eve- 
ning, which will usually give a blood level of two 
milligrams percent. The feeling is that when 
toxic symptoms do appear they manifest them- 
selves from the 14th to the 50th day. Therefore, 
during this period closest observation of patient 
under treatment is necessary. Salicylates have 
also been used by Coburn and others to prevent 
recurrent rheumatic attacks. They are given 
during tha period of streptococcal sore throat 
and for several weeks thereafter. However, 
when using salicylates one must be very careful 
not to overlook activity which may be masked 
by them. The value of streptococcus vaccine is 
inconclusive, although there have been several 
encouraging reports. An adequate high vitamin 
diet is desirable, as is anything that improves 
the patient’s resistance. These patients should 
avoid as much as possible damp overcrowded 
quarters and contacts as much as possible with 
other rheumatic subjects or those with respira- 
tory infections especially those of streptococcal 
etiology. That is the reason why, in the more 
or less latent period hospitals and sanatoria are 
not as desirable as proper facilities at home or 
in a convalescent environment where they will 
not be exposed to too many infections. 


How do we know the rheumatic fever is in- 
active? Before the disease can be considered 
inactive the following criteria are desirable: a 
normal rectal temperature, 99.8° F. or under, 
normal pulse and white count for ten consecu- 
tive days, in the absence from any anti-rheuma- 
tic drugs; the hemoglobin and the erythrocyte 
count should improve and the sedimentation 
time should have returned to normal or near 
normal. If one does the Weltman Serocoagula- 
tion test, he will find that the Weltman reaction 
becomes normal some time before the sedimenta- 
tion rate. In other words if the sedimentation 
time is becoming slower, even though it has not 
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reached normal and all other signs point toward 
recovery, the patient may be permitted up and 
about. The return of the electrocardiographic 
changes to normal or its becoming static will 
also help to decide whether the infection has 
subsided. Gain in weight and the freedom of 
all manifestation of activity, such as nose bleeds, 
skin eruptions, subcutaneous nodules, and joint 
pain are important criteria. There should also 
be a satisfactory improvement in the patient’s 
general condition. Repeated medical examina- 
tion at regular intervals is necessary to detect 
any sign of reactivation and to guide the patient 
in his future activities. No doubt many chil- 
dren with rheumatic carditis recover as all of 
us have had patients who are now in the armed 
forces carrying on with apparently no ill effects. 
However, there is always the danger of these 
rheumatic hearts developing subacute bacterial 
endocarditis upon their rheumatic heart condi- 
tion. There must be continuity of care until 
such a time patient no longer needs help of any 
kind. 

104 S. Michigan Ave. 

DISCUSSION 


Dr. S. C. Henn, Chicago: That is an excellent 
resume on all of the treatment of rheumatic fever. 
It seems such a hard thing to discuss when we 
don’t know the cause of it, and in that we do not 
know the cause, it seems to be one thing that 
should stimulate the whole country toward making 
further study or attempting to find the cause. 


I became just a little bit irritated about a most 
worthy cause, and that is, of all the attention paid 
to our polio, not that I don’t think such attention 
is correct or should continue, nevertheless the fact 
that so much attention is given to that disease al- 
most obliterates other diseases in one fell swoop. 


In consideration of rheumatism we have, first, 
the preliminary events which may lead to an attack 
of rheumatism, and after there has been one attack 
of rheumatic fever it seems that sword hanging 
above the individual is on sort of a rubber band, 
waiting to strike him again in the future. 


We all think of respiratory infection as being 
one of the preliminary leads to rheumatic heart 
disease. We do some peculiar things, sometimes, 
about respiratory diseases. We take our children 
to school. Well, maybe we have a little fellow in 
room 303 who has a mother who is rather inter- 
ested in his health, and when he gets a sniffle or 
cold keeps him home. Well, maybe he is back 
Within three or four days, maybe a week later. 
Perhaps he gets another cold in ten days or so, 
and again his mother keeps him home. He falls a 
little behind in his school work, and he doesn’t do 
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quite so well, and perhaps his mother goes. over 
to find out what it’s all about. She meets the 
teacher, and she is greeted with something like this: 

“Why don’t you let Johnny come to school? He 
is spoiling the record of our attendance in room 
303!” 

I have been particularly interested in that, be- 
cause it happened in my own family many years 
ago. We had a little boy who was subject to fre- 
quent respiratory infections, who had a good deal 
of asthma, and one thing I have always admired his 
mother for, more than I could give myself credit, 
was that whenever our boy had any respiratory in- 
fection he went to bed. I will never forget one 
time when my wife went over to see about Bob’s 
affairs at school. She was greeted by the teacher, 
who said, “Why don’t you make him come to 
school? He has spoiled our attendance record!” 

My wife is rather an even-tempered individual 
most of the time, and she said, “Don’t you tell me 
to bring my child to school! Whenever he has a 
cold, he goes to bed! If he has one every week he’s 
going to stay in bed!” 

I believe that is an ideal that should be carried 
out much more often by mothers. If we let one 
little fellow stay in school when he has an acute 
respiratory infection, maybe he will weather it all 
right; maybe there will be four or five of his im- 
mediate friends in his class who may get some 
respiratory infection and have rather bad results. 


Another good example of that occurred on our 
south side, where we have the Hyde Park school 
for little children, where they have a kindergarten 
that takes care of many of the smaller children. It 
is run by a very fine woman who is a Christian 
Scientist. Yet she has a lower rate of respiratory 
infections in her group than any nursery school 
that I know of. 

The reason for it is that when any of her chil- 
dren come to school and exhibit any evidence of a 
respiratory infection, they are sent home immedi- 
ately. We get that from a woman who is a Chris- 
tian Scientist. 

Perhaps many of you will remember Dr. Book- 
walter, one of our very best nose and throat men. 
He had a son who went to that school, and he was 
sent home frequently. It seems sort of a reflection 
on some of our medical ideals when we have to de- 
pend upon the laity, and particularly upon a mem- 
ber of the Christian Science faith, to take care 
medically of our children. 

I think that is prophylactic care against infec- 
tion. In the furthering of prophylactic care, par- 
ticularly with these individuals who start to go on 
those little detours that Dr. Crawford spoke of, 
if, when we start to check up on that individual, 
perhaps we don’t have anything definite. I think he 
is perfectly right about getting them on the well- 
traveled road to health. That begins with a gen- 
eral checkup. 

We don’t know what causes rheumatism, so we 
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can’t give any specific medication for that condi- 
tion. However, we can take that individual as a 
human being and do all those things that tend to 
put him in a better physical condition. 

I wonder whether we consider rheumatic heart 
disease as being hereditary. I think you find it 
many times, when you are checking to see whether 
you should take out a little fellow’s tonsils or not, 
when it is sort of a borderline case. You may 
have a few glands to watch; the tonsils will be a 
little ragged but they aren’t very bad, and fre- 
quently you ask the mother the question, “Have 
you had any rheumatism in your family? Has 
your husband had any in his family?” If you find 
there has been a history, I believe you !ean a little 
bit more toward the action of removal of those 
organs than if they show no tendency toward the 
disease. 

The active treatment of an individual, after he 
is once struck by this disease, has to be determined 
on several bases. There is certainly the physical 
and psychological treatment, and certainly a so- 
ciological treatment. When the physical alone is 
concerned, we may help that individual to a certain 
extent along his way; but if he isn’t sociologically 
or psychologically adjusted, it has a great tendency 
to prevent physical well being. As such we should 
consider that individual a great deal more from 
those points. 

It certainly makes a difference in the type of in- 
dividual we have with rheumatic heart disease or 
potential heart disease. We have a chorea who de- 
velops a mild heart, a flair. I don’t believe we think 
of that in the same light as the individual who has 
nodules, because the two are practically different 
diseases. 

From that viewpoint I believe we must evaluate 
the possibilities of the infection in each individual 
who has it, and try to make his future as bright as 


possible. 





When a nation goes to war, physical fitness of the 
young men of the country is a vital matter. For- 
tunately or unfortunately, fitness in our modern civili- 
zation, though desirable, is not so essential. Whether 
a man can chin himself seven times, or jump two feet, 
is not so important, but maintenance of good health is 
important. We can recollect many examples of in- 
dividuals who would be rejected for military service 
but have been outstanding in business, the professions 
and the arts. These men and women have triumphed 
in spite of physical disabilities. Ed., Minn. Med., Dec. 
1944. 





“As we enjoy great advantages from the in- 
ventions of others, we should be glad of an op- 
portunity to serve others by any invention of 
ours; and this we should do freely and gener- 
ously.”—Benjamin Franklin. 
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THE DIAGNOSIS AND TREATMENT OF 
CARCINOMA OF THE FUNDUS UTERII 
Herpert E. Scumitrz, M.D., Joun F. Suer- 
HAN, M.D., and Janet E. Towne, M.D. 
Mercy Hospital — Loyola University Clinics 
CHICAGO 

Post menopausal bleeding has long been con- 
sidered an alarming symptom by both physician 
and layman. Educational campaigns through 
the press, over the radio, and from the speakers’ 
platform have impressed women with the fact 
that irregular bleeding may be indicative of 
carcinoma somewhere in the genital tract, and 
therefore should be investigated at once. The 
physician recognizing the importance of such a 
symptom insists on the necessary measures to 
help him arrive at a correct diagnosis. Adeno- 
carcinoma of the uterine fundus may, however, 
be present before the menopause or without 
causing irregular menstrual bleeding. 

Randall’ in studying six hundred eighty-three 
women over forty years of age, whose main com- 
plaint was increased menstrual bleeding, found 
that one hundred sixty, or 23.4%, could be 
treated in the office for evident pathology. Two 
hundred eighty, or 41%, had to be sent to the 
hospital for surgery, the pathology being grossly 
appreciable. In 35.6%, or two hundred forty- 
three, there was apparently no gross pathology 
to account for the bleeding; therefore, hospital- 
ization and curettage were advised as a means 
of establishing a diagnosis. A further study of 
the five hundred twenty-three women hospital- 
ized revealed the cause of the bleeding to be 
fibromyomata in 48.4%; endometrial hyper- 
plasia in 17.8% ; polyps in 11.2% ; miscellaneous 
non-malignant disease in 17.4%, and the in- 
cidence of malignancy in uterii without fibroids 
was 10.3%, or in the entire group the incidence 
of malignancy in the fundus was 5.3%. The 
author further states that “an effort was made 
to determine the incidence of early carcinoma of 
the fundus when women experiencing only in- 
creased bleeding are curetted at the time of the 
menopause. Adenocarcinoma of the uterus was 
found in 9.1% of one hundred sixty-five women 
with a grossly normal uterus curetted on ac- 
count of menorrhagia at the menopause.” 


Read before the Section of Obstetrics and Gynecology, 
104th Annual Meeting of the Illinois State Medical Society, 
Chicago, Illinois, May 16, 1944. 





April 


Tk 
fact, 


“men 


strué 
that 

may 

survl 
creas 
Hi 
cure’ 
sons 

that 

to fl 
Had: 
flood 
free 

their 
may 
proc 
stag 
to ct 
vagii 
slide 
stair 
the 

thirt 
for 7 
othe 
diag 
the 
as fi 
care 
supe 
in 1 
to s 
it v 
nun 
gree 
mer 
dica 
nec 
nos! 


\ 
hun 
the 

sim 
he ¢ 
suff 
clin 
con 
whi 

















April, 1945 


These figures can impress us with but one 
fact, namely, that all women at or near the 
‘menopause and complaining of increased men- 
strual flow must be thoroughly examined so 
that those harboring early malignant disease 
may be adequately treated. In this way the 
survival rate in fundal carcinoma can be in- 
creased appreciably. 

Hospitalization of all such cases for diagnostic 
curettage is impossible because of economic rea- 
sons or the optimism of some who are quite sure 
that in their case it is a familial characteristic 
to flow heavily at the time of the menopause. 
Hadn’t they heard their mother speak of her 
flooding at this time of life, and she is still living 
free of the cancer. Papanicolaou and Traut? in 
their studies of vaginal smears offer us what 
may be the solution to our dilemma, an office 
procedure for diagnosing carcinoma in its early 
stages. In their own words, “It is only necessary 
to collect the exfoliated cells from the posterior 
vaginal fornix; spread them upon a clean glass 
slide, fix them in an alcohol and ether solution, 
stain them, and they are ready for study under 
the microscope.” In their studies there were 
thirteen instances of adenocarcinoma revealed 
for the first time by the vaginal smear when no 
other clinical procedure had sufficed to make the 
diagnosis. ‘They feel that the vaginal smear is 
the best of any single available method, and that 
as far as early carcinoma of the cervix and silent 
carcinoma of the fundus are concerned, it is far 
superior to biopsy. They continue, “However, 
in view of the fact that the method is subject 
to some fallacious deductions, and also because 
it will be a long time before any considerable 
number of microscopists can be trained to a de- 
gree of dependability in diagnosis, we recom- 
mend the use of the vaginal smear as an ‘in- 
dicator method,’ and the biopsy as the final step 
necessary to the making of the positive diag- 
nosis.” 


Meigs* studied the vaginal smears from two 
hundred twenty women in an attempt to make 
the diagnosis of cancer. His conclusions are 
similar to those of Papanicolaou and Traut, but 
he emphasizes that a single negative smear is not 
sufficient to rule out carcinoma. In our own 
clinic we have not had sufficient experience to 
comment other than to say, it is a procedure 
which holds great promise and deserves careful 
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study after familiarization with the technique. 

Treatment. — Desiring to study the effect of 
Roentgen and Radium rays on adenocarcinoma 
of the uterus five cases were irradiated according 
to our technique, and then hysterectomized at 
various time intervals. The microscopic changes 
found in this study form the basis of the paper 
to be presented by the next speaker. 

Technique of Irradiation. — All patients were 
curetted, and 100 mgms. of radium were placed 
in the uterine fundus by means of the Y applica- 


_tor®, which has been described elsewhere. ‘The 


equal intensity curves have been plotted and 
the radium dose in roentgens given. The width 
of the uterine fundus has been determined, and 
the capsule opened as described in the original 
article. After 2000 mgm. hours the capsule is 
removed. On the eighth and sixteenth days this 
radium dose is repeated. Thus, a total dose of 
6000 mgm. hours-is delivered within the uterus. 
On the days that the radium is not in the uterus 
the patient receives x-ray therapy. 

The factors used in the production of the 
roentgen ray are 800 Kilovolt maximum ob- 
tained from a double pulsating Villard current, 
a load of 10 Milliamperes on the x-ray tube, 
which is rendered gas free by oil vacuum pumps, 
a water-cooled tungsten target, a filter equiva- 
lent of 10 millimeters of copper, a focal skin 
distance of 70 or 86 cm., field sizes varying from 
10 to 20 square cm., and a half value layer of 
8.2 m.m. of copper, corresponding to an average 
wave length of 0.028 or a minimum wave length 
of 0.0128 Angstorm unit. The output of roent- 
gens per minute measured with a thimble cham- 
ber is 36 roentgens without and 44 roentgens 
with backscatter. The dose attained at a depth 
of 10 cm. measured in a bakelite phantom is 56 
percent of the surface intensity if the size of the 
entrance field is from 300 to 400 square cm. 
Whenever practicable the number of fields is 
two, namely pubic and sacral. If the patient 
had an antero-posterior diameter of 23 cm. or 
more, three or four fields were used. The amount 
of radiation required to produce a tolerance skin 
dose with 800 Kilovolt roentgen rays is 4000 
roentgens if applied in ten fractions at forty- 
eight hour intervals. If two fields are used, the 


midpelvic dose is the same as that attained on 
the skin, or about 4000 roentgens at the lateral 
bony pelvic walls as well as in the midpelvis. 
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The rate of recovery of the tissues after each 
fractional dose has not been subtracted. The 
rate of recovery of the normal tissues in contra- 
distinction to the abnormal ones is as yet not 
The dose attained within the pelvis 
after twenty-eight days was 4000 roentgens with 
backscatter. 


known. 


Clinical Grouping. — The clinical grouping 
employed in our clinic is as follows: 
Clinical Group I: 

T'he cancer is clearly localized. There is no 
enlargement of the uterus, and it is freely mov- 
able. 

Clinical Group II: 

The cancer is still thought to be localized, 
although the uterus is slightly enlarged and its 
consistency altered. There is no change in its 
mobility. 

Clinical Group III: 

The size of the uterus is definitely increased. 
The consistency is firmer than normal. Sub- 
serrous nodes are felt plainly. The mobility of 
the uterus is decreased. The inguinal or hypo- 
gastric lymph nodes may be enlarged but are 
movable. 

Clinical Group IV: 

Comprises the totally carcinomatous uterus 
with invasion of the adjacent structures, espe- 
cially the parametria and lymph nodes. ‘There 
is fixation of the tumor mass and the metastases. 
This grouping is simplified from the one previ- 
ously deported.® 


TABLE 1 











Interval 
between 
Radiation and 
Case Operation 


Operation Laboratory Report 


1. Four Months Vag. hysterectomy 
Bilat. S. & O. 


malig. micros. 


Total abd. hyst. malig. tumor micros. 


. Eight months 
Bilat. S. & O. 
Vag. hysterectomy 
Bilat. S. & O. 


. Four months malig. micros. 


. Five months V8. hysterectomy No malig. tumor micros. 


Bilat. S. & O. 


5. Three months Total abd. hyst. 


malig. tumor micros. 
Previous S. & O. 





Table 1 lists five cases treated according to 
the described technique, and gives the interval 
between radiation and operation. In each case 
a diagnosis of adenocarcinoma had been made 
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microscopically from the curettings. All cases 
are still living free of disease, the youngest hav. 


ing survived twenty-eight months, and the oldest: 


six years. These five uterii were sectioned lon- 
gitudinally at right angles to the mucosa) lining 
so that practically the entire lining of the cervix 
and of the body of the uterus was included in 
blocks varying in thickness from 3 to 5 mm. 
The blocks in all of the five cases included the 
entire thickness of the wall of the cervix and 
wall of the body near the internal os. In two 
of the uterii, the entire thickness of the wall 
of the rest of the body was included in the ap- 
propriate blocks; in the other two only the in- 
ternal 1.5 to 1.8 m.m. of the myometrium were 
included. The number of blocks obtained from 
any one of the uterii was not less than twenty- 
seven, nor more than thirty-five. One section 
was taken from the surface of each block; then 
each block was cut halfway through, then an- 
other section taken. Since the original blocks 


were 3.0 to 5.0 m.m. thick, the net result was 
sections of the lining of the uterus and of the 
adjacent tissues at 1.5 to 2.5 m.m. intervals, and 
the total number of microscopic slides prepared 
from any of these five uterii not less than fifty- 


four, nor more than seventy. The tissues were 
stained with hemotoxylin and eosin. No viable 
tumor was demonstrable in any of these uterii. 
A more detailed report of the gross and micro- 
scopic findings in these uterii will be given by 
the next speaker. 


, COMMENT 

Two important deductions resulting from this 
study are, first, evidence to substantiate the im- 
portance of early diagnosis, and secondly, the 
finding that adenocarcinoma of the fundus, 
when confined to the endometrium or just be- 
ginning myometrial invasion, can be destroyed 
by irradiation properly applied. All of the 
cases reported in this study were in the first 
two clinical groups and could have been treated 
by surgical removal of the uterus with its ap- 
pendages. Our purpose was to study the effect 
of irradiation in such cases and to determine 
eventually the value of pre-operative therapy or 
of x-ray and radium therapy alone. The first 
method prolongs the period of treatment by at 
least two months because surgery should never 
be attempted until all effects of x-ray or radium 
therapy have subsided. It was interesting to 
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find certain changes in the uterus still present 
after several months. If such an extensive pro- 
cedure is to be advocated, then we must have 
very definite proof of its superiority over other 
methods. At present no such proof is available. 
The employment of such therapy in preference 
to surgery should be limited to cases refusing 
operation, or who, because of other pathology, 
cannot be considered good surgical risks. If, as 
time goes on, larger groups of cases are col- 
lected, and the same findings persist, then we 
may advise this method as strongly as we now 
recommend surgery. 


CONCLUSIONS 

Menorrhagia occurring in a woman forty years 
of age or over is an important symptom and 
demands thorough and immediate investigation. 

Early diagnosis of adenocarcinoma of the 
uterine fundus is necessary to obtain good end 
results in the treatment of the disease. 

The smear method of diagnosing early hidden 
carcinomas of the uterus holds great promise and 
should receive careful study and usage. 

X-ray and radium therapy properly admin- 
istered are capable of completely destroying early 
adenocarcinoma of the uterine fundus. 


REFERENCES 
1. Randall, C. L.: N. Y. State J. Med. 43: 1635-1638, 
Sept., 1943, 
. Traut, H. F. and Papanicolaou, G. N.: 
West. Med. 59: 121-122, August, 1943. 
3. Idem.: Diagnosis of Uterine Cancer by Vaginal Smear. 
New York: Commonwealth Fund, 1943. 

4, Meigs, J. V. et al: S., G. and O., V. 77: 449, 1943. 

5. Schmitz, H. and Schmitz, H. E.: Am. J. Roentgenol. 
34: 749, 1935. 

6. Schmitz, H.: Am. J. Roentgenol. 7: 383, 1920. 

7. Schmitz, H. E., Sheehan, J. F., and Towne, J. E.: Am. 
J. Obst. and Gyne. 45: 377-390, 1943. 


California and 


bo 


DISCUSSION 

Dr. Max Cutler, Chicago: These two papers are 
highly interesting and comprehensive and I congratu- 
late the essayists on their careful study of the subject. 
I have always felt that we could not make any im- 
portant progress in the radiotherapy of cancer un- 
less we treated reasonably early cases and it is for 
this reason that these studies interest me particularly. 
Cancer of the uterus presents a unique opportunity 
in this respect because it enables us to test various 
radiotherapeutic methods and check the results after 
hysterectomy. I believe that at one time a special 
committee was appointed by the American College of 
Surgeons to study and recommend the best methods 
of treatment for cancer of the uterus. If I recall 
correctly, one of their main conclusions was that a 
combination of preoperative irradiation and hysterec- 
tomy offered the best chance of cure. One of the 
difficulties in these studies is to know to what extent 
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the lesions are infiltrating and to what extent a given 
result may be due to the superficial nature of the 
lesion rather than the therapeutic method. Lesions 
that are comparatively radioresistant such as adeno- 
carcinoma of the uterus generally respond to irradia- 
tion only when they are papillary. I agree that we 
are not yet justified in taking the position that ir- 
radiation should be used as the method of choice in 
carcinoma of the body of the uterus. 

Dr. Herbert E. Schmitz, Chicago (closing): We 
consider an early lesion one in which there is no 
enlargement or change in shape or size of the uterus, 
or extremely slight change. I have nothing to add 
except to thank Dr. Cutler for his discussion. 





VESICO VAGINAL FISTULA 
Cuester W. Trowsrince, M.D., F.A.C.S. 
OAK PARK 

One of the most distressing genito-urinary 
conditions, both to the patient and the surgeon 
is a communicating fistulas opening between the 
urinary bladder and vagina which results in 
incontinence of urine. Partial disability from 
this uncontrolled leakage of urine is but one of 
the problems, for not only does she soil her 
clothing, but the irritation from this leakage 
produces a vulvitis, dermatitis between the 
thighs and not infrequently vulvo-vaginitis. The 
patient suffers physically and mentally, probably 
because she has been ill advised and believes her 
condition incurable. Often this fact is enhanced 
by attempts at closure that have failed. 

The causes of vesico vaginal fistula can be 
grouped under: , 

(1) Those due to trauma. Trauma resulting 
from birth injury, from the insertion of foreign 
bodies into the vagina, perforating the bladder, 
fracture of the pelvis with rupture of the bladder 
septum, the application of radium for the treat- 
ment of carcinoma of the uterus, and last but 
not least those resulting from pelvic surgery. 

(2) Those due to infection, infection follow- 
ing pelvic operations, obstetrical practices, ab- 
scesses from pelvic peritonitis, etc. : 

(3) Those due to neoplasms, which invade 
the septum with a resulting urinary fistula. 

The fistula which is acute and results from 
infection high up in the vagina may heal spon- 
taneously, if an inlaying catheter is introduced 
into the bladder, through the urethra, permitting 





Presented before the Section on Surgery, 104th Annual 
Meeting, Illinois State Medical Society, Chicago, May 17, 
1944, 









198 ILLINOIS MEDICAL JOURNAL 


collapse and drainage of the bladder and the 
instigation of proper medical management. The 
fistula which results from trauma likewise may 
heal and a period of three to four months should 
be permitted to elapse before surgical interven- 
tron, not only to determine whether spontaneous 
healing will occur, but also to permit the reac- 
tion incident to the injury to subside. 

The diagnosis of vesico vaginal fistula is 
comparatively easy. The onset of incontinence 
following any of the causative factors should be 
investigated to determine that the incontinence 
is not due to an incompetent urethra. This is 
best accomplished by, first a vaginal examina- 
tion either by palpation of the actual opening, 
or finding a point of irregularity, and second, 
by the introduction of a speculum, drying the 
vagina, the injection of indigo carmen or some 
similar agent into the bladder with the subse- 
quent appearance of this dye in the vagina, 
quite definitely establishes the presence of vesico 
vaginal fistula and shows its location. 


Cystoscopic examination should be a routine 
part of this procedure. Primarily to determine 
the relation of the fistulous opening to that of 
the ureters. 

Three operative approaches are available in 
the treatment of vesico vaginal fistula, the vag- 
inal. the intravesical and the abdominal. Ap- 
vroximately 90 percent of the patients with 
vesico vaginal fistula can be successfully treated 
by the classic vaginal operation so successfully 
established by J. Marion Simms, and in the very 
small vesico vaginal fistulas, intravesicular cau- 
terization of the opening followed by an inlaying 
catheter, rest in bed, proper attention paid to 
keeping the urine acid and free of bacteria, will 
very often affect a closure without the more diffi- 
cult vaginal or suprapubic approach. 

The operation I am illustrating was success- 
fully carried out in two cases of vesico vaginal 
fistula located high in the vaginal vault and 
close to the right. ureter. Both cases were in- 
accessible for the vaginal repair method, due to 
the fact that they had followed total hysterec- 
tomy and were incorporated in the scar high in 
the vagina. Also due to the fact that their close 
proximity to the ureter added another hazard 
even if the scar could have been dissected free 
vaginally. Several attempts were made at closure 
through the cystoscope, both by fulgration and 
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zine ionization, but a granulating wound could 
not be produced in the scar tissue, so the follow- 
ing surgical procedure was successfully carried 
out. 


Both patients were parallel cases, so I will 
speak in the singular. 


The patient was hospitalized three days prior 
to operation. An inlaying catheter was intro- 
duced through the urethra establishing drainage. 
Vaginal douches of one to 5000 bichloride of 
mercury were given twice daily. Particular at- 
tention was paid to the blood chemistry and to 
the fluid intake and output. At the end of 
three days, the patient was considered ready for 
operation, and received, in the operating room, 
both vaginal, abdominal and thigh preparation. 
This preparation consisted of shaving, green soap 
and water, alcohol, ether, and the entire area 
including the vagina painted with Ziphrin. With 
this preparation, one could work either in the 
vagina or through the suprapubic wound with 
relative safety. A spinal anaesthesia of ponto- 
caine was used. 


A ureteral catheter, which had incorporated 
around it, layers of gauze and adhesive, forming 
a ball the size of a small lime, at a point some 
six or eight inches from its tip, was introduced 
through the vagina into the fistula and held in 
place by a vaginal pack. Catheters were then 
inserted into each ureter and due to the fact 
that the bladder could not be inflated with fluid, 
a thirty ce Foley was inserted into the bladder 
and filled. This permitted a safe suprapubic 
approach. The bladder was opened by the usual 
suprapubic route, the Foley catheter removed, 
and the end of the ureteral catheter which had 
been inserted into the vesico vaginal fistula 
through the vagina, picked up. By applying 
traction on this catheter, the entire floor of the 
bladder could be elevated and made accessible. 
A circular incision was made around the vesico 
vaginal fistula well away from all scar tissue and 
the mucosa of the bladder undermined for one 
or more centimeters. The incision was then car- 
ried deeper into the vagina itself and the entire 
fistulas tract, together with the scar tissue was 
removed. A purse string suture of 40 day 00 
chromic on an atraumatic needle inverted the 
vaginal mucosa after the catheter had been re- 
moved. The muscularis was further reinforced 
by interrupted sutures of the same material and 
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a purse string suture everted the bladder mu- 
cosa. The bladder and abdominal wall was closed 
with heavy black silk after first establishing 
bladder drainage with a large rubber tube. The 
ureteral catheters were removed and an inlaying 
catheter inserted through the urethra. 

The post-operative treatment consisted in 
keeping the patient on her abdomen for one 
week, fifteen grains of sulfathiazole were given 
every four hours for five days, this being fol- 
lowed by fifteen grains of ammonium chloride 
three times daily. Fluids were pushed and dur- 
ing the first 24 hours, 3000 ce of five percent 
glucose in normal saline was given intravenously. 
The bladder was irrigated with sterile water 
four times daily until all clots had disappeared. 
At the end of ten days, the patient had resumed 
position on her back, the suprapubic drain was 
removed. Six weeks after this the suprapubic 
wound was closed. The inlaying catheter was 
allowed to remain another five days, at the end 
of which time patient voided normally and was 
discharged. 

Credit is given C. O. Miller of Chicago for his 
suggestions and help in the first case of this 
series. 





DISCUSSION 

Dr. Victor D. Lespinasse, Chicago: First, I want 
to congratulate Dr. Trowbridge on his ingenuity and 
his use of all the various tricks, etc. that a good sur- 
geon should have at his disposal; secondly, there is 
one little criticism that seemed to me to be in order, 
ie, according to my ideas the use of sulfa drugs and 
ammonium chloride do not go together. The am- 
monium chloride tends to acidify the urine, and acid 
urine is verboten as far as sulfa drugs in urinary in- 
fections are concerned. That is a point that I think 
should be emphasized. In this instance, apparently, 
it did no damage but in the general run of cases you 
should keep your urine alkaline while using sulfa 
drugs. 

Alkaline urine, of course, is not conducive to good 
healing or good repair in the bladder. Particularly if 
you have some sutures projecting into the bladder or 
small bits of necrotic tissue free in the bladder, they 
act as foci for the incrustation of calcium phosphate 
and carbonate crystals with subsequent foreign body 
reactions and trouble. So it is a dilemma that you 
need to meet and whichever way you meet it it is all 
right if you can get away with it, but ordinarily we 
like to keep our urine acid and depend on the acidity 
to achieve our bacterial stasis rather than the sulfa 
drug, and run the acid way up high with ammonium 
chloride and with mendelic acid, and maybe give 
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a little urotropin because urotropin is a drug that 
works best in acid urine; in fact, you must have an 
acid urine for it to break up and be efficient. 

The whole subject of vesicovaginal fistulas is a 
very, very interesting one to me and one that I have 
given a good deal of attention to in the past years and 
it is hard to generalize about them. Each case is a 
little bit different, each case needs to be particularized. 
A few of the procedures that can be used and a citing 
of a few particular cases might be of some interest. 

The first one I would like to cite is a case similar to 
the ones that Dr. Trowbridge reported. It followed a 
vaginal hysterectomy but it was not a simple vesico- 
vaginal fistula: it was a vesicovaginal fistula and an 
ureterovaginal fistula. That was a problem. You had 
two openings in the vagina, one from the ureter and 
one from the bladder, and there were probably two 
centimeters between the two openings. As you know, 
the implantation of the ureter in the bladder is a 
highly technical operation and one that has a definite 
risk and chance of failure connected with it, whereas 
the operation of the vesicovaginal fistula is much 
simpler. In that particular instance we made a flap 
from the vaginal mucosa, including the false ureteral 
orifice in the vagina, and turned that into the bladder 
and made a little sac of the bladder that was lined 
with vaginal epithelium and in that way we made a 
relatively simple operation suffice instead of a rela- 
tively complicated one. 

This particular procedure would not be applicable 
unless your ureteral fistula was of sufficient size to 
maintain the normal drainage from that kidney. Most 
cof them, unfortunately, are not: the ureteral fistula 
tends to be too small to take care of normal drainage 
and tends to develop a hydronephrosis. But if hydro- 
nephrosis is present this particular procedure is not 
applicable and one should do a ureteral implantation 
into the bladder. 

Now the question of operating above or below, in- 
traperitoneally, extraperitoneally, those must all be 
decided by the individual surgeon and what his training 
has been and how much of a gadgeteer he is. Many 

of these cases are much better handled suprapubically 
as Dr. Trowbridge did. Others can be done vaginally. 

This little trick of using the ball is a very good one 
to raise the floor of the bladder so you can get at it 

and place your sutures easily. The same thing in re- 
verse has been used by many surgeons to exteriorize 
the bladder through the vagina using a sound. 

The surgical procedure with the vesico-vaginal fis- 
tula depends a great deal upon the etiology of the fis- 
tula. Today the common type of fistula with which 
we deal is surgical and postradium; in other words, 
malignant. In the original work on vesico-vaginal 
fistulas, they were almost all of them obstetrical. Our 
obstetrical diagnoses are very, very much better than 
they used to be and the obstetric vesicovaginal fistulas 
are today rather rare, but the surgical fistulas are on 
the increase and radium fistulas are also on the in- 
The radium fistulas are most often developed 
Their appearance is not neces- 
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sarily a criticism against the use of radium, in fact, 
it is a dilemma — you have an involvement of the 
cervix, an involvement of the vesical wall, an exten. 


sion into the vesical wall. What are you going to do? 
You are going to use enough radium to destroy the 
cervix and also the floor of the bladder and you know 
you are going to have a fistula. According to my 
ideas, you should use that amount of radium and 
destroy that bladder floor. After it is destroyed 
and your carcinoma is cured, then repair the bladder 
fistula. Because of the nutrition of the flaps it is a 
much more difficult procedure than repairing a 
fistula following a surgical operation. 

Dr. Trowbridge (closing): May I quote from my 
paper: “The post-operative treatment consisted in 
keeping the patient on her abdomen for one week, 
fifteen grains of sulfathiazole were given every four 
hours for five days.” That was discontinued and when 
the blood level showed no sulfathiazole I acidulated 
the urine by giving the patient fifteen grains of am- 
monium chloride three times a day. 


MALIGNANT CARCINOID (ARGENTAF- 
FINOMA) OF THE ILEUM WITH 
WIDESPREAD METASTASES 
JoserH A. Tuta, Ph.D., M.D. 

CHICAGO 

In recent years carcinoid or argentaffin tu- 
mors of the gastro-intestinal tract have received 
increasing attention. Important summaries of 
the literature have been made in papers by 
Forbus*, Cooke*, Raiford**, Bailey?, Hum- 
phreys’, Wyatt** and Ariel’. 

This type of tumor is seen most frequently 
involving the tip of the appendix. They are 
lemon yellow tumors which may give rise to 
symptoms of appendicitis. Porter and Whelan” 
found %2 carcinoids in 26,384 surgically re- 
moved appendices in a review of the material of 
the Boston City Hospital from 1910 to 1937. 
None of the cases were malignant. Wyatt" in 
a review of the literature found only 5 cases 
where extension beyond the appendix had oc- 
curred. M6rl, quoted by Ariel, believes that 
the reason metastases are so rare from appen- 
diceal carcinoids is that they give symptoms 
relatively early in life and are removed before 
they have a chance to extend beyond the ap- 
pendix. 

Carcinoids of the small intestine are found 
much less frequently than in the appendix. 
They involve the lower ileum most commonly. 





From the Grant Hospital of Chicago and the Department 
of Pathology, University of Illinois School of Medicine. 
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Thirty per cent of carcinoids of the small in- 
testine are multiple according to Humphreys’ 
and Ariel states that the average age at which 
they are found is 5744 years. He recently re- 
viewed the literature and found 237 cases in- 
cluding 11 of his own of which approximately 
25% had metastases chiefly to the adjacent 
mesentery. Wyatt'* tabulated 36 malignant 
carcinoids of the gastro-intestinal tract. Ragins 
and Shively’? state that in 11,000 autopsies per- 
formed at the Cook County Hospital covering 
the period from 1929 to May 1938, one malig- 
nant carcinoid or argentaffinoma of the small 
intestine was recorded. 

The most common symptoms are those of in- 


‘testinal obstruction or vague gastro-intestinal 


complaints, intermittent diarrhea being observed 
in a number of cases. In a considerable number 
of cases, as emphasized by Raiford** and Mal- 
lory in a Cabot case report’, the primary tumor 
may consist of only a small placque or nodule 
in the intestinal wall which causes little or no 
obstruction. A much larger mesenteric metasta- 
sis may serve as the center for the development 
of adhesions or a volvulus. 

The treatment consists of resection of the in- 
testinal tumor and the mesenteric metastases 
which may be much larger than the primary 
tumor. Ariel? suggests that roentgen therapy 
may possibly be of value in recurrences. 

This case is reported with the permission of 
Dr. J. E. Seibel. 


CASE HISTORY 

The patient was a white female age 64. She had 
gradually lost weight over a period of 1 year. The 
appendix had been removed 25 years before. Inter- 
mittent diarrhea had been present for 2 months. No 
blood was found in the stools. Fluid was present in 
the abdominal cavity. On abdominal palpation liver 
nodules were felt. An examination of the uterus was 
made and about 50 cc. of serosanguinous fluid was 
found in the body of the uterus. Radium was in- 
serted into the uterus. The patient became gradually 
weaker and the abdomen more distended. She ex- 
pired 7 weeks after admission to the hospital. 

Autopsy Findings — The peritoneal cavity con- 
tained 3 liters of clear straw colored fluid. At the 
root of the mesentery there was a hard oval mass 
measuring 4.0 x 3.0 x 2.5 cm. around which several 
loops of the lower ileum were twisted and adherent. 
The surrounding mesentery contained numerous metas- 
tatic nodules. A disc-like placque 1.5 x 1.0 x 1.0 cm. 
was present in the wall of one of the loops of ileum 
which was adherent to the large mesenteric metastasis. 
The overlying mucosa was wrinkled but not ulcerated. 


JOSEPH A. TUTA 201 


There were large metastases involving the peri-aortic, 
peri-pancreatic and posterior mediastinal lymph nodes, 
liver and pancreas. One 8 mm. metastatic nodule was 
present in the interventicular septum of the heart. 

Microscopic examination shows the structure of the 
tumor tissue to consist of sheets and cords of round 
and polygonal cells with relatively scanty cytoplasm. 
The most outstanding feature is the large number of 
small cavities or rosettes which are surrounded by 
columnar cells. Using the Heidenhain iron hema- 
toxylin and Mallory’s phosphotungstic and hematoxylin 
stains, small structures resembling blepharoplasten are 
seen near the margins of some of the cells bordering 
the cavities. In the:centers of some of the rosettes 
are accumulations of homogenous material. In some 
areas pseudo-rosettes are formed with a central blood 
vessel and connective tissue shown best with Mal- 
lory’s phosphotungstic acid hematoxylin stain. The 
mesenteric node shows a thick capsule of connective 
tissue. The metastasis in the heart shows only a few 
rosettes chiefly at the periphery. 


DISCUSSION 

The subject of carcinoid tumors of the in- 
testine has been a matter of controversy for 
some years. The chrom-argentaffin cells found 
in the crypts of Lieberkiihn in the intestinal 
mucosa are generally conceded to be the source 
of the tumor cells. Masson® has made exten- 
sive studies showing a relationship between the 
argentaffin cells of the mucosa and non-medul- 
lated nerve fibers in the sub-mucosa into which 
the argentaffin cells migrate and at times de- 
velop into carcinoid tumors. Danisch® con- 
cluded however that the argentaffin cells instead 
of originating in the mucosa arose in the celiac 
ganglion of the sympathetic system and mi- 
grated towards the submucosa and mucosa. Re- 
cently Popoff*® through the aid of new staining 
methods in experimental studies has concluded 
that the epithelial argentaffin cells are never 
found migrating through the basement mem- 
brane and considers any extra-glandular argen- 
taffin cells as being mesenchymal or ectodermal, 
and not migrating entodermal cells. 

Masson® and Bielshowsky* have suggested the 
possibility that the argentaffin cells in the in- 
testinal mucosa may constitute a neurent-oderm 
or entodermic placode, analagous to the olfac- 
tory placode in which specialized neural cells 
arise within the epithelium of the olfactory 
mucosa. 

The conflicting evidence offered by the in- 
vestigators in this field indicates that the prob- 
lem of the argentaffin cells, particularly whether 
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they are entodermal or ectodermal in origin, is 
not settled. ‘The structure of the tumor par- 
ticularly the true rosette formations, suggests 
that there may be some relationship to the em- 
bryonic neuro-epithelium. 

SUMMARY 


A case of a malignant carcinoid (argentaf- 
finoma) of the lower ileum with widespread 
metastases to the adjacent mesentery, peri- 
aortic, peri-pancreatic and posterior mediastinal 
lymph nodes, liver, pancreas, and heart is re- 
ported. About 50 malignant carcinoids of the 
small intestine have been reported in the litera- 
ture, but only a few of them have had wide- 
spread metastases. In this case, the intestinal 
symptoms were caused by the lower ileum twist- 
ing around and adhering to a large metastasis 
in the root of the mesentery. Intermittent diar- 
rhea without blood in the stool was a prominent 
symptom. 
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INVESTIGATORS 


REPORT 
OF GIVING PENICILLIN BY MOUTH 


A METHOD 


Studies Indicate When Given Simultaneously 
With Trisodium Citrate Orally The Drug 
Was Effective Against Gonorrhea 


Trisodium citrate, a sodium salt formed from 
citric acid, has been found effective in the ad- 
ministration of penicillin by mouth when given 
simultaneously with the drug, according to 
studies reported by Paul Gyorgy, M.D., H. N. 
Vandegrift, M.D., William Elias, Ph.D., and L. 
G. Colio, B.A., of Philadelphia; F. M. Barry, 
M.D., and J. D. Pilcher, M.D., of Cleveland, in 
The Journal of the American Medical Associa- 
tion for March 17. 


Penicillin is sensitive to acid and alkaline re- 
action and is easily destroyed by the gastric 
juices of the stomach. It is for this reason that 
the difficult administration by injection into a 
muscle or vein is necessary. Where penicillin 
is taken by mouth, trisodium citrate acts as a 
buffer. This maintains a balance between the 
acid and base concentration, thus protecting the 
penicillin from chemical destruction and aiding 
its absorption in the gastrointestinal tract. The 
rate and degree of absorption can be measured 
by the appearance of penicillin in the blood and 
the amount of penicillin excreted through the 
kidneys into the urine. 


“Trisodium citrate,” the investigators report, 
“was found by Charney, Alburn and Bernhart 
to be a suitable buffer with the proper buffering 
range. . . . Administration of . . . trisodium 
citrate... and... penicillin by mouth given 
two hours after breakfast resulted in appreciable 
increase of the urinary excretion of penicillin 
when compared with control experiments in 
which no buffer was used. The figures for urinary 
excretion of penicillin given by mouth on a 
fasting stomach were only slightly increased by 
the simultaneous administration of buffer and 
were higher than in the experiments in which 
penicillin was given after breakfast... . 


“Figures of urinary excretion of penicillin are 
not an accurate yardstick of the therapeutic ef- 
fect penicillin might exert while passing through 
the body. On the other hand, the fact that pen- 
icillin given by mouth appears in the urine 

(Continued on page 205) 
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Physical Medicine Abstracts 


John S. Coulter, M.D. 





TRENCH FOOT 
Report of 351 Cases 
Major Joseph C. Edwards, 
Medical Corps, Army of the United States 
Captain Morris A. Shapiro, 
Medical Corps, Army of the United States and 
Captain Jennings B. Ruffin, 
Medical Corps, Army of the United States 


In THE BULLETIN OF THE U.S. ARMY 
MEDICAL DEPARTMENT, 83 ;63 
December, 1944 


The first principle in the treatment of trench 
foot is to rest in a cool place, keeping the body 
comfortably warm and clean. This is done by 
daily washing with 70° F. soapy water, gentle 
drying of the feet, and either cooling the surface 
of the feet by air currents from a fan or by 
exposing them to room temperature not exceed- 
ing 70° F. This and absolute bed rest promote 
vasoconstriction and decrease local metabolic re- 
quirements. The body should be warm with 
enough blankets to make the patient comfort- 
able. As soon as the acute pain has passed, the 
patient is started on passive vascular exercises. 
He elevates his feet at an angle of 45 degrees 
on a board or chair for two and later five min- 
utes ; keeps legs horizontal for five minutes ; then 
sits with his feet over the edge of the bed for 
two and later three minutes, followed by re- 
sumption of the horizontal state. This is re- 
peated three to four times daily during the next 
week or so while the patient is at bed rest. This, 
with calisthenics in bed each morning conducted 
by the ward master, helps keep these "patients in 
good physical condition. Cool water soaks and 
whirlpool baths at 70° F. for twenty to thirty 


minutes daily help temporarily. Whether or not 
they shorten the recovery period was not estab- 
lished. Not all patients could stand the cold 
water. Some found it relieved the aches and 
pains during the time the feet were in the water. 
Those with painful, swollen, warm feet usually 
did obtain relief. It is used empirically and 
those who obtained relief were allowed to con- 
tinue the treatment. Cooling the feet at bed- 
time would enable many to get to sleep without 
sedatives or analgesics. 

All patients were reassured as to their eventual 
recovery. Lectures were given on the proper 
care of the feet. Undue exposure when not ab- 
solutely necessary was stressed. As soon as they 
were able, they were out of bed part of each day. 
From two to seven days later, depending on the 
severity of the condition, they were allowed to 
go to the mess hall outside the ward. It is im- 
portant to realize that most of these patients, 
on walking, have aches and pains in the muscles 
and metatarsophalangeal joints for several weeks 
after the feet appear normal. After they cease 
to have pain during ordinary walking, many 
overcome slight aches after hikes by persisting 
in walking even though the feet ache for the first 
few days. 

Occupational therapy, reading, writing, games, 
and entertainment for bed patients, and outdoor 
exercise for the ambulatory, are essential. When 
they are safely ambulatory, their attendance is 
required at daily organized hikes, which are 
gradually increased in length compatible with 
the patients’ condition. As soon as they are able 
to walk 3 to 5 miles without undue trouble, they 
are ready for duty. 
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MUSCLE INJURY IN INDUSTRY; THE 
IMPORTANCE OF PHYSICAL MEDICINE 
Sir Morton Smart, K.C.V.O., D.S.O., M.D. 
Manipulative Surgeon to H.M. the King; 
Consultant in Physical Medicine to the Royal Air Force 
In THE BRITISH JOURNAL OF PHYSICAL 
MEDICINE AND INDUSTRIAL HYGIENE, 8;1;8 
January-February, 1945 

In the post-war planning of the medical treat- 
ment of the industrial worker there is no field 
of activity with greater scope for improvement 
in the technique of treatment than that of ma- 
nipulative surgery and of methods designed to 
maintain the physiological activity of muscles at 
its maximum efficiency. 

Joint disability and much crippling are the 
inevitable result of adhesions and of wasting of 
muscles, which are themselves the direct con- 
sequence of inflammation in joints from injury 
and other causes. It is not too much to say that 
if more regard were paid to the prevention 
of adhesions and of muscle wasting after even 
minor injuries, in relation to treatment — par- 
ticularly to treatment in the early stages — 
much pain and crippling would be prevented or 
at least mitigated. 

Adhesion formation and muscular wasting, 
which are so constantly a serious sequel to strains 
and sprains of all degrees of severity, can be re- 
duced to a minimum if such patients are treated 
with the end in view of maintaining the phys- 
iological activity of the muscles at its maximum 
during the process of tissue repair. This can be 
accomplished with certainty by means of a spe- 
cial technique of graduated muscular contrac- 
tions initiated as soon after the injury as pos- 
sible. Such treatment has passed from the tran- 
sitional stage and has a well defined physiolog- 
ical basis. For its efficient administration it re- 
quires a sound knowledge of the fundamental 
principles of muscle action, whether voluntary or 
initiated by electrical stimulation. 

Early treatment of all diseases and injuries, 
by whatever method adopted, must be conceded 
to be of immense importance, but in no class of 
case is this so true as in those which would bene- 
fit from treatment designed to prevent adhesions 
and the loss of muscle function. 

It is a remarkable fact — and one that does 
not appear to be stressed as it should be — that 
many joints which are functionally inefficient for 
a long time after even a minor injury are proved, 
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when competently examined, to owe their dis- 
ability to simple mechanical instability caused 
by atonic and wasted muscles and periarticular 
adhesions. When such muscles are restored to 
full function by treatment with graduated con- 
tractions and the adhesions are freed by manip- 
ulation, all crippling symptoms rapidly disap- 
pear. 

Sprains and fracture-sprains of the ankle joint 
are notoriously resistant to quick recovery and 
it is well known how often they result in long 
periods of disability. Disability is caused by 
persistent oedema, pain on use, limitation of 
movement owing to adhesions and a general feel- 
ing of stiffness, particularly on commencement 
of movements after the joint has been at rest. 
I contend that if such a joint is skillfully treated 
as soon after an injury as possible by the tech- 
nique of graduated musclar contractions, such 
sequelae should never occur, and I emphasize 
again that the secret of success is the correct ap- 
plication of the method as early after injury as 
possible. 

It can hardly be denied by those in a position 
to judge that by far the most of what may be 
described as minor injuries are most inadequate- 
ly treated, perhaps mainly because of the lack 
of proper facilities. In consequence, what is 
generally considered to be a slight injury at the 
time of its occurrence ends in quite unnecessary 
pain and crippling and in interference with ef- 
ficient work for long periods. Neglect of early 
treatment leads to serious loss of man-hours in 
the industrial world, because in the later stages, 
when more serious tissue changes have taken 
place, such as atonicity and wasting of muscles 
and adhesions, treatment in order to restore 
function involves much greater loss of time and 
absence from work. . 


If we advocate the treatment of muscles by 
an electrical method, which produces contrac- 
tions that are exactly controlled in (1) the de- 
gree of each contraction, (2) the rate of con- 
tractions in a given time and (3) the complete- 
ness of relaxation before the next contraction, 
it is with no desire to suggest such procedure 
as a substitute for voluntary movements. The 
stage at which the patient should participate by 
voluntary action is well recognized, is encour- 
aged when the right moment arrives and it is 
then carried on pari passu with the treatment. 
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THE CONSERVATIVE TREATMENT OF 
THROMBO-ANGITIS OBLITERANS AND 
ARTERIOSCLEROSIS 
Paul S. Lowenstein, M.D., St. Louis, Missouri 
In SOUTHERN MEDICAL JOURNAL, 38;1;48 
January, 1945 

Rest. — The fundamental importance of ade- 
quate rest is seldom more exemplified than in 
the treatment of occlusive vascular disease. Rest 
may vary from partial restriction of activity to 
the complete stay in bed required in the presence 
of active inflammatory processes or the severe, 
incapacitating pain of incipient gangrene. 

The position of the limb during this period 
must also be emphasized. In general, it should 
be such that the arterial flow is aided, but the 
venous and lymphatic returns are not impeded. 

Of more recent development is the intermit- 
tent venous occlusion (rhythmic constrictor) it 
possesses certain unquestionable advantages. If 
the pressure in the cuff is kept well below the 
diastolic pressure, pain is rarely produced in 
properly selected cases. The cuff is easily ad- 
justed and the treatment may be taken at home 
which renders it more popular with the average 
patient. 





REHABILITATION OF THE INDUSTRIAL 
CASUALTY 
Alexander P. Aitken, M.D., Boston 
In ARCHIVES OF PHYSICAL MEDICINE, 
26 ;1;27 
January, 1945 

The all important factor in the treatment of 
any traumatic lesion is the element of time. 

It must be remembered that nature heals all 
injuries, regardless of the tissue involved, by 
scar tissue. Consequently, when an injury has 
involved skin, fat, muscles, tendons, nerves and 
bones, as in compound fractures, all the struc- 
tures become healed in a mass of scar tissue. 
Adhesions thus are formed between all these 
structures and interfere with their free play. 
With time, scar tissue contracts and becomes 
more and more dense and less and less elastic. 
Consequently, unless such adhesions are broken 
or stretched by early motion, they may become 
80 dense and tight that normal function may 
never be regained. ‘The importance of early 
motion can thus be seen. 

When any part is immobilized in apparatus 
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two other important changes occur. First, there 
is a gradual loss of joint motion. 


The second condition is the development of 
muscle atrophy. 


When a patient with an acute condition is ad- 
mitted to the center, he is first sent to the phys- 
ical therapy department. Here baking, massage 
and graduated exercises are given until sufficient 
strength and motion have returned to permit of 
some occupational therapy. Such treatments 
are carried out after the patient has started his 
work therapy if necessary. As the work toler- 
ance is built up the physical therapy is cut 
down, while the work therapy is increased. Our 
physical therapy department is quite complete, 
and almost any form of physical therapy can be 
administered. Shoulder wheels, stall bars, re- 
sistance bicycles, pulleys and weights and a row- 
ing machine are available for special exercises. 


On admission to the occupational therapy de- 
partment the patient is given actual work to do. 
The work is always done with the aim of in- 
creasing the strength and range of motion of the 
injured part. 





PENICILLIN BY MOUTH (Continued) 


proves that it is absorbed from the gastroin- 
testinal tract. 


“Gonorrhea offered the best approach for the 
therapeutic evaluation of penicillin when given 
by mouth. The rapid cure of gonorrhea by in- 
jected penicillin gave a reliable basis of com- 
parison. If it is effective at all, rapid thera- 
peutic effects would be expected after oral ad- 
ministration of penicillin. Even an unsuccess- 
ful attempt would cause no significant delay or 
harm and could be quickly followed by well 
established therapeutic procedures.” 


They report that the majority of the cases of 
gonorrhea in this study were resistant to treat- 
ment by the sulfonamides. “In all these cases,” 
they say “cure was achieved in one to three days 
and with doses of penicillin which appear to be 
comparable to, and not out of line with, the cus- 
tomary doses of penicillin when given by injec- 
tion. It appears, therefore, that penicillin, at 
least in combination with a buffer such as sodium 
citrate, is an effective therapeutic agent against 
gonorrhea, even when given by mouth.” 
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SKIN ABSORPTION OF TRI-ORTHO- 

CRESYL PHOSPHATE AS SHOWN 

* BY RADIO-ACTIVE PHOSPHORUS! 

An attempt was made to estimate the amount 
of tri-ortho-cresyl phosphate that can be absorbed 
through unbroken skin, and how rapidly the 
absorption occurs. Tri-ortho-cresyl phosphate 
containing radio-active phosphorus was used and 
the absorption measured in two human subjects 
and one dog. The human subjects applied 0.22 
g. and 0.11 g. of the tri-ortho-cresyl phosphate 
with radio-activity of 395,000 counts/mm./0.1 g. 
The first had thirteen micrograms of tri-ortho- 
cresyl phosphate per 100 c.c. of blood at the end 
of one hour, and he excreted seven micrograms 
in the urine in the first hour, and continued at 
35 micrograms an hour for the next 24 hours. 
He excreted 797 micrograms or 0.36 per cent. of 
the amount applied. The second had four micro- 
grams per 100 c.c. of blood at the end of one 
hour, and excreted 143 micrograms or 0.13 per 
cent. of the amount applied. 

2.094 g. of tri-ortho-cresyl phosphate was ap- 
plied to the abdomen of a bitch and the blood 
level quickly established itself at 8 micrograms/ 
100 ¢.c. and maintained this for 24 hours. The 
nrinary excretion began equally promptly, being 
44 micrograms in the first hour rising after 
seven hours to a maximum of 1312 micrograms. 
The tri-ortho-cresyl phosphate was distributed 
in the various tissues of the dog 24 hours after 
its application to the abdominal surface. The 
retentions were in the following order: visceral 
organs, muscle, brain, bone. 


1. Hodge, H. C. and Sterner, J. H. 
Therap., 1943, 79, 


J. Pharm. Exper. 
Abstracted by British Journal of 


Industrial Medicine’ Vol. 1, No. 3, July, 1944. 





206 


The authors consider that the magnitude of 
absorption of tri-ortho-cresyl phosphate through 
human skin is such that a real hazard exists in 
industrial operations permitting a considerable 
or repeated exposure to this compound. A safe 
industrial hygiene control requires that measures 
be taken to prevent such skin contact, and that 
all workmen exposed to the compound be in- 
structed as to the hazard and the necessity for 
K.M.A.P. 


yreventing skin contamination. 
I g 





POSTGRADUATE EDUCATION IN INDUS- 
TRIAL, HEALTH AND HYGIENE? 

In Canada the industrial hygienist has found 
scope for his activities chiefly in provincial and 
Federal Government organizations. In _ the 
future it is certain that the larger industries will 
employ full-time hygienists as part of an indus- 
trial health programme. With this movement 
has come the general desire that full-time and 
part-time physicians in industry shall become 
conversant with the field of industrial hygiene. 
Short courses in industrial hygiene have been 
offered by McGill and Toronto Universities, and 
the response from the profession indicates that 
this type of tuition is considered to be of real 
value. Long courses have been given as adjuncts 
to courses in public health, but the diploma or 
degree granted gives no indication of the spe- 
cialization. 

In setting up a course in industrial hygiene 
in the Faculty of Medicine, University of 
Toronto, it was thought inadvisable to increase 
the time spent in industrial work at the expense 


2. Solandt, D. Y. Canad. Med. Ass. J., 1944, 50, ; 6. 
Abstracted by “British Journal of Industrial Medicine 
Vol. 1, No. 3, July, 1944. 
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of other subjects in the D.P.H. course. For this 
reason a Diploma in Industrial Hygiene 
(D.I.H.) was created. The diploma course occu- 
pies one acdemic year (eight months’ didactic 
and laboratory work and three months’ field 
work) and is open to any graduate of an ap- 
proved medical school. Graduates holding an 
acceptable post-graduate qualification in public 
health may make application for exemption from 
the latter half (four months) of the didactic and 
laboratory work. Fieldwork credit is given for 
industrial experience gained prior to taking the 
course. It is hoped that in the future a course 
may be open to university graduates not holding 


a medical degree. 


The subjects covered in the complete course are 
bacteriology and immunology, epidemiology and 
biometrics, physiological and industrial hygiene, 
nutrition, toxicology, public health chemistry, 
public health administration and education, sani- 
tation and pertinent material in the fields of 
medicine and surgery. The Diploma in Indus- 
trial Hygiene thus offered by the University of 
Toronto is, so far as is known, the only specific 
recognition of postgraduate work in the field of 
industrial hygiene or industrial health which has 
ever been or is at present available to those re- 
quiring special instructign in this field. 


Short courses are invaluable where time can- 
not be spared for more complete training. The 
long course described and being offered at the 
University of Toronto represents a serious at- 
tempt to aid the Canadian medical profession in 
its task of supplying trained men to industry and 
to Government bodies responsible for advising 
industry in matters pertaining to health. It is 
hoped that immediate beneficial results may en- 
sue, although the press of activity in a nation at 
war will certainly limit the extent of such an 
educational programme. Full development in 
the field of industrial health and hygiene will 


probably not be attained until the period of 
social expansion which will inevitably follow the 
peace. Steps towards this goal are fortunately 
compatible both with a vigorous pursuit of the 
war-effort and with intelligent planning for a 
R.S.F.S. 


post-war world. 
3. Browning, Ethel. J. Industr. Hyg., 1943, 25, 124. 

Abstracted by “British Journal of Industrial Medicine” 
Vol. 1, No. 3, July, 1944. 
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TOXIC ANAEMIA® 

Toxic anaemia was made a notifiable disease 
in the early part of 1942 so that the Factory De- 
partment could obtain all the information possi- 
ble on the effects on the haematopoietic system 
of the variety of chemical substances now being 
increasingly used in industry. In industrial 
medical practice it can be regarded as a dyshaem- 
atopoietic anaemia rising in an individual who 
has been exposed to some substance known to 
exert, or suspected of exerting, an injurious effect 
on blood-forming organs. 


Examples of haematological examinations of 
workers exposed to known and suspected toxic 
agents are given. The blood picture of benzol 
poisoning reported by early workers was a leuco- 
penia. Lately more attention has been focused 
on the significance of a relative lymphocytosis 
unaccompanied by leucopenia. Examples of the 
latter are shown in a group of workers mixing 
and spreading a paint containing 40 per cent. 
benzol. 





DIABETES AND INJURY* 


The author’s opinions are based on experiences 
with diabetic cases lasting over a period of 
twenty years. He believes that diabetics can be 
employed in industry provided certain safe- 
guards are adopted, but uncontrolled diabetics 
are a menace to themselves and others. Some 
moderate, and all severe diabetics, should avoid 
heavy types of labour, hazardous jobs, and ele- 
vated positions. As regards the question of dia- 
betes being aggravated by trauma, the author 
points out that if a diabetic, who has his disease 
under control, is rendered completely inactive by 
an injury such as a fractured leg, a considerable 
part of his sugar-burning mechanism is put out 
of action. Unless the diet is modified there will 
be more sugar in the urine and blood, and the 
diabetes may get out of control. In cases of 
thyroid disease, an injury may increase the se- 
verity of the diabetes owing to the increase of 
metabolism by the hyperthyroid state. The 
autho: considers that infections bear no causal 
relationship to diabetes, but they are potent fac- 
tors in making an existing diabetes worse. The 
sulphonamide drugs have no deleterious effect 





4. Bishop, William A. Journ. Industr. Hyg., 1944, 26, 55. 
Abstracted by “British Journal of Industrial Medicine” 
Vol. 1, No. 3, July, 1944. 
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on diabetes, and are as potent in the control of 
infection as in non-diabetics. Inhalation anaes- 
thesia may be followed by glycosuria, but there 
is no good evidence that it causes diabetes or 
makes an existing diabetes worse. H.M.V. 





EFFECT OF WET GARMENTS ON BODY 
WEIGHT LOSS AT HIGH ENVIRON- 
MENTAL TEMPERATURES® 


The practice of wearing wet clothing by work- 
men in hot situations such as furnace rooms has 
heen employed for a long time. In order to 
investigate the limiting environmental conditions 
under which this procedure is effective, eleven 
subjects, aged 18 to 25, were employed. They 
usually wore long-sleeved, long-legged under- 
wear which, when wetted, took up 1250 g. of 
water. The subjects either rested, sitting down, 
or worked by stepping up and down 17-18 times 
a minute on a box 5V inches high. Experimental 
periods lasted 55-90 minutes. At a temperature 
of 110° F., relative humidity up to 25 per cent., 
and wind velocity of 25 ft. per minute, the 
average rate of weight loss at rest with wet 
underwear was 64 g. per hour as compared with 
238 g. in the nude, yielding a saving of 174 g. 
attributable to the wet garment. When at work, 
the corresponding values were 279 g. with wet 
underwear and 588 g. in the nude, or an hourly 
saving of 309 g. The pulse rate of the resting 
subjects was 11 beats per minute less with wet 
underwear than with none, and 7 beats per min- 
ute less when at work. When the humidity of 
the air was 35 per cent. or more these advan- 
tageous effects were absent. Other somewhat sim- 
ilar tests are described, and it is suggested that 
further investigations should be made for appli- 


cation to specific situations. H.M.V. 





TOXIC EFFECTS IN WOMEN EXPOSED 
TO INDUSTRIAL RUBBER SOLUTIONS® 

The clinical and haematological pictures of 
200 women working with industrial rubber solu- 
tions* are compared with 200 controlled women 
with a view to determining the toxic effects. 
Neutropenia is shown to be the commonest and 


5. Lifson, Nathan, and Visscher, M. B. Journ. Indus. Hyg., 
1943, 25, 434. Abstracted by “British Journal of Industrial 
Medicine” Vol. 1, No. 3, July, 1944. 

6. Hamilton-Paterson, J. F., and Browning, Ethel. Brit. 

Med. J., 1944, 1, 349. Abstracted by “British Journal of 

Industrial Medicine” Vol. 1, No. 3, July, 1944. 
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earliest sign of benzene absorption. 

The examinations were carried out in thirteen 
factories scattered over the country, and the in- 
vestigation was conducted in two parts. In the 
first, sample groups were clinically examined and 
had blood counts done. These counts were com- 
pared with the counts of a similar number of 
control women. In the second part, all the 
women working in one factory were similarly 
compared with a group of women in the same 
factory who had never been in contact with 
rubber solution. The effects of ‘rest’ were 
also studied in this group of women. Even 
although adequate ventilation is provided, as 
required under the India-rubber Regulations, 
1922 (S. R. & O., No. 329) it is almost 
impossible for some workers not to inhale 
the fumes and to be exposed to a high concentra- 
tion of benzene. Where treated articles remain 
in the workroom there may be a further increase 
of benzene in the atmosphere. The general at- 
mospheric concentration of benzene is not an 
entirely reliable criterion of benzene exposure, 
since individual workers may at any time be ex- 
posed to localized ‘pockets’ of high concentration, 
particularly when working over open containers. 

It is noted that the substitution of a relatively 
non-toxie solvent such as solvent naptha would 
render blood control of the worker unnecessary, 
but as long as benzene is used it is advisable that 
workers should be given the protection of routine 
blood examinations. 

The excretion of increased amounts of organic 
sulphates in the urine is a feature of severe 
benzene poisoning, but in this investigation no 
definite changes were found in workers who by 
clinical and blood examination showed definite 
and early signs of disease. It would therefore 
seem that benzene can produce blood changes 
before it is excreted in significant amounts. 

It was also shown that there is no correlation 
between symptoms complained of and the onset 
of blood changes. This is important because 
clinical examination alone is probably useless for 
the specific detection of early cases. D.S. 





*Rubber solutions contain varying amounts of benzene and 
of the aromatic hydrocarbons benzene, xylene, and toluene; 
xylene and toluene are less toxic than benzene, but the 
latter is still used because of the difficulty of obtaining the 
former in sufficient amounts. As the result of representa- 
tions by the Factory Department the aromatic content of 
the rubber solutions used in the special manufacturing proc- 
ess (aircraft industry) investigated was limited to 5 per 
cent. 








April, 


*(c 
and h 
occur’ 
or du 
by in; 
is pri 
is ma 
tatior 
a mel 
by a 
when 
pain 
nay 
miun 
tion 1 
to th 
vomit 
or Wi 
ful e 
orally 
the st 
ing 
fume 
toms 
The 
work 

Flan, 
of ty 
other 
of th 
blow 
creat 
the | 
mont 


plied 





*Jourr 
Abst: 








il, 1945 


hirteen 
the in- 
In the 
ed and 
re Com- 
iber of 
ull the 
milarly 
2 same 
t with 
Were 
Even 
ed, as 
ations, 
almost 
inhale 
entra- 
emain 
crease 
al at- 
ot an 
OsUre, 
Ne EX- 
ation, 
iners, 
‘ively 
vould 
sary, 
that 
utine 











April, 1945 


CADMIUM POISONING 


«Cadmium Poisoning.—According to Spolyar 
and his associates cadmium poisoning in industry 
occurs from the accidental absorption of fumes 
or dust by way of the respiratory tract, seldom 
by ingestion. A symptom complex develops that 
is primarily referable to the respiratory tract and 
is manifested within four to eight hours by irri- 


' tation of the nasopharynx, cough, headache and 


a metallic taste in the mouth. This is followed 
by a latent period of twenty to thirty-six hours, 
when the chief complaints are dyspnea and severe 
pain in the chest. Gastrointestinal complaints 
may develop, depending on the amount of cad- 
mium swallowed. Cadmium poisoning by inges- 
tion is usually manifested by symptoms referable 
io the gastro-intestinal tract, namely persistent 
vomiting for a period of four to six hours with 
or without diarrhea. Cadmium, being a power- 
ful emetic, seldom produces death when taken 
orally. This dual symptom complex may explain 
the scarcity of reported cases of cadmium poison- 
ing occurring as a result of inhaling cadmium 
fumes or dusts, in that the gastrointestinal symp- 
toms may have been looked for and were missing. 
The authors report the histories of 5 men who 
worked in a shop for flanging steel inlet pipes. 
Flanging was accomplished by a team consisting 
of two men, one known as the heater and the 
other as the flanger. The heater heated one end 
of the 6 inch pipe by means of a propane-oxygen 
blowtorch until it was cherry red. The flanger 
created a flange, or bevel, on the heated end of 
the pipe. This work had been done for six 
months, when a different type of pipe was sup- 
plied. Soon after beginning work, the men no- 





*Journal Industrial Hygiene and Toxicology, Sept., 1944. 


Abstracted in J.A.M.A., Nov. 11, 1944. 
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ticed more smoke than usual and a dense yellow- 
ish brown fume being emitted from the pipe. 
After all the 5 men who had worked on these 
pipes for about four hours each had become ill, 
the operation was discontinued. Death of 1 of 
these men, who had been longer exposed to the 
cadmium fumes, led to inquiry by the insurance 
company, which disclosed that the pipe was 
coated with cadmium. The authors present data 
on 38 additional cases of cadmium poisoning by 
inhalation. Of the total of 43 cases 6 were fatal, 
indicating a mortality rate of 14 per cent. Death 
occurs between the fifth and seventh day after 
exposure. Recovery occurs within seven to eleven 
days. 





THERAPEUTIC INTRACEREBRAL IN- 
JECTIONS OF TETANUS ANTITOXIN? 


Because of the failure of tetanus antitoxin to 
appear in spinal fluid following an intravenous 
or intramuscular injection, L. S. Stern believes 
that, by cisternal injection, the antitoxin will 
reach the ventricle, if the injection is performed 
with the patient in a modified Trendelenburg 
position. 9,000 to 15,000 units of antitoxin are 
injected, after withdrawing an equal volume of 
cerebrospinal fluid. Daily injections for five 
days may be necessary. It was reported that all 
signs disappeared, as a rule, within two weeks, 
the first improvement beginning to appear about 
twenty-four hours after the injection. Improve- 
ment has been noted after failure of massive 
doses given intramuscularly. The cisternal in- 
jection was supplemented by parenteral admin- 
istration of the antitoxin in order to reach the 
toxin which is located elsewhere than in the 
central nervous system. 





7. American Review of Soviet Medicine, 1:540, August, 1944. 
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PENICILLIN FOR MENINGOCOCCEMIA 


The prompt administration of penicillin in 
the case of a Waterhouse-Friderichsen syndrome 
(a sudden and severe infection due to the pres- 
ence of meningococcic bacteria) accounts for at 
least one favorable recovery, J. M. Hayes, M.D., 





Los Angeles, and John F. Whalen, M.D., Al- 
tadena, Calif., report in The Journal of the 
American. Medical Association for March 17. 
With the increasing prevalence of meningococcic 
meningitis there also has been an associated rise 
in the number of cases of the so-called Water- 
house-Friderichsen syndrome. 
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% WAR SERVICE ACTIVITIES *% 
CHAMPAIGN COUNTY 


Major W. H. Youngerman of Champaign is 
now head of the nose and throat section of a gen- 
eral hospital stationed in England. 

Cesare Gianturco of Urbana has been pro- 
moted from Major to Lt. Colonel. 


COOK COUNTY 

Sidney James MacLeod of Chicago has been 
recently promoted from Major to Lt. Colonel in 
the Army Medical Corps. 

Lt. Colonel John H. Gilmore, MC, formerly of 
Chicago is Chief of the x-ray services at William 
Beaumont General Hospital, El Paso, Texas. He 
was radiologist to Illinois Masonic Hospital and 
the Illinois Eye, Ear, Nose & Throat Infirmary 
before entering the army. 


Colonel Carl Steinhoff, MC, USA, of Chicago 
was a recent visitor at a meeting of the Chicago 
Medical Society. 


The Bronze medal for bravery and efficiency 
was recently awarded to Capt. F. C. Winskunas, 
formerly of Chicago. Dr. Winskunas graduated 
from Loyola University School of Medicine, 
Chicago, in 1932 and entered the service Oct. 
21, 1942. 

The Silver Star was recently awarded to Lieut. 
Col. John V. Belmonte, formerly of Chicago, for 
performing a successful field operation at night 
with only a flashlight for illumination. Com- 
mander of the American Division’s medical bat- 
talion, he voluntarily accompanied infantry 
assault troops in an advance against enemy posi- 
tions to perform the operation under enemy fire. 
Dr. Belmonte graduated from Loyola University 
School of Medicine, Chicago, in 1932 and entered 
the service March 5, 1941. 
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Mary Martin, assistant pathologist, St. Luke's 
Hospital has received word from the United 
States military mission in Moscow through the 
adjutant general’s office, that her husband, Cap- 
tain Frederick Marks, has been released from a 
German prison camp by the Russian army. 
Captain Marks was captured at the Anzio beach- 
head May 26, 1944. 

Lt. Col. Philip A. Daly was awarded the 
Bronze Star January Ist, 1945 for meritorious 
services in support of combat operations in Italy 
from September 9th, 1943 to June 5th, 1944. He 
displayed ecxellent administrative qualities and 
leadership in supervising the operation of the 
hospital. 


Lt. Col. Manuel E. Lichtenstein was awarded 
the Bronze Star January Ist, 1945. As Chief 
of Surgical service he efficiently organized the 
service and conspicuously directed a complex 
function with outstanding professional skill and 
with complete disregard for personal fatigue. 


Lt. Herbert Karol, formerly of Chicago, was 
recently reported to have been the first Ameri- 
can physician to arrive on the island of Leyte 
during the American invasion. He was awarded 
a citation for caring for the wounded on ship- 
board during the invasion, during heavy bomb- 
ing attacks. Dr. Karol graduated from the Uni- 
versity of Illinois College of Medicine, 1942 and 
entered the service August 1, 1943. 


Leo P. A. Sweeney who has been serving at 
the base section in Italy has been promoted from 
Lt. Colonel to Colonel. 


Capt. Mila Pierce, MC, USA, who has been 
in England will return home soon to recuperate 
from a fracture of the leg. She went overseas 
under the auspices of the "Red Cross during the 
early days of the war and worked with the 
British medical group. After the United States 
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in England. 


John Post, MC, USA, has been promoted 
from Major to Lt. Colonel. 





Robert F. Sharer, MC, USA, of Oak Park has 
been promoted from Major to Lt. Colonel. 





FAYETTE COUNTY 

The Silver Star Medal was recently awarded 
to Lieut Comdr. George A. Stanbery, formerly of 
Vandalia, Ill., “for conspicuous gallantry and in- 
trepidity while serving as battalion medical of- 
ficer with the Second Amphibian Tractor Bat- 
talion, Second Marine Division, during action 
against enemy Japanese forces on Tarawa Atoll, 
Gilbert Islands, Nov.21-23, 1943. Realizing the 
urgent need for medical assistance ashore on the 
morning of November 21, Lieutenant Com- 
mander Stanbery personally assumed command 
of his landing boat and ordered it to land des- 
pite the intense, persistent machine gun and 
anti-boat fire which was driving all small craft 
back from the beach. On landing, he immed- 
iately joined a hard pressed aid station and, 
working tirelessly and with complete disregard 
for his own safety, continually exposed himself 
to enemy fire in order to evacuate seriously 
wounded casualties onto amphibian tractors. By 
his splendid initiative and outstanding profes- 
sional skill, Lieutenant Commander Stanbery 
was responsible for the saving of many lives, and 
his courageous efforts under extremely hazardous 
conditions were in keeping with the highest tra- 
ditions of the United States Naval Service.” Dr. 
Stanbery graduated from St. Louis University 
School of Medicine in 1927 and entered the serv- 
ice March 23, 1942. 


JACKSON COUNTY 


Under Secretary of the Navy Ralph A. Bard 
recently presented the Bronze Star to Comdr. 
Martin Van Brown, formerly of Carbondale, IIl., 
and now on duty as executive officer of the Hos- 
pital Corps School for members of the Women’s 
Reserve, at the Naval Medical Center, Bethesda, 
Md. The citation accompanying the award read 
“for heroic achievement as medical officer at- 
tached to a warship during the assault and cap- 
ture of an enemy Japanese held island in the 
Pacific war area on July 24, 1944. Cool and 
courageous under hostile fire, Commander Brown 
tendered gallant service throughout this hazard- 
ous operation and, although painfully wounded, 
continued at his post of duty for twelve hours, 
administering medical care to casualties aboard. 


, His outstanding professional skill and inspiring 


conduct were in keeping with the highest tradi- 
tons of the United States Naval Service.” Dr. 
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Army commissioned women doctors, she joined 
the Medical Corps and has continued her work 





211 





Brown graduated from the University of Illinois 
College of Medicine, Chicago, in 1931 and en- 
tered the service June 18, 1930. 
LEE COUNTY 

William Theodore Holliday of Amboy, MC, 
USA has been promoted from Major to Lt. 
Colonel. 


McLEAN COUNTY 

Edwin Louis Rypins of Bloomington, MC, 
USA has been promoted from Major to Lt. Col- 
onel, 

Howard Sloan of Bloomington, Lt. Com- 
mander USN recently returned from New Heb- 
rides and has been assigned to Norman, Okla- 
homa. 





Raymond Edwin Baxter, Bloomington, Lt. 
MC, USA has returned from Africa and is wait- 
ing reassignment. 

MACON COUNTY 

James Bruce Waller of Decatur, MC, USA, 

has been promoted from Major to Lt. Colonel. 


MARSHALL COUNTY 


Bruce I. Ryder of Henry, Marshall County, 
is also a member of the Peoria Medical Society 
which reports that he is the first of their mem- 
bers to feel the bite of enemy steel. Reports 
indicate that the lesion was not serious; that he 
probably would be back on active duty shortly. 
Doctor Ryder eagerly sought to obtain a com- 
mission and finally signed waivers which en- 
abled him to be accepted, although, supposedly 
for limited service. He has served well. 


PEORIA COUNTY 


Walter King has left the environs of Paris 
where he was a patient, under the care of Carl 
Sibilsky’s unit. From there he was transferred 
to a hospital in England and at last report was 
awaiting transportation to the U.S. 





George Borin is back in the USA and has been 
sent to a rest camp in California where his 
family has probably joined him by this time. 
Possibly in the not too distant future both 
George Borin and Walter King can return to 
Peoria. 





Garnett M. Frye of Peoria is now a medical 
officer at a naval school unit at Manhattan, 
Kansas. 





William Cooley, of Peoria has exchanged his 
gold leaf for a silver leaf designating his. promo- 
tion to Lt. Colonel. He is in charge of an Army 
Hospital in Missouri. 
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SANGAMON COUNTY 

Major Nelson Chestnut, formerly of Spring- 
field, Ill., and now commander of the 607th 
medical clearing company, stated that there were 
145 litter cases among the 2,121 liberated per- 
sons from the Los Banos internment camp. 


Captain Richard A. Morrissey, formerly em- 
ployed as bacteriologist in the Springfield Lab- 
oratory of the Illinois Department of Public 
Health, has been awarded the Bronze Star for 
meritorious services in support of combat opera- 
tions in Italy. The presentation was made by 
Lt. Gen. Mark W. Clark. 


Capt. Morrissey devised means of assembling 
‘and recording medical data which reflected im- 
mediately the status of the Fifth Army’s fighting 
efficiency. His special studies on malaria, 
typhus, gas gangrene, trench foot and other dis- 
eases provided the factual basis for policies form- 
ulated to prevent and treat each disease. He 
also provided the Fifth Armv Commander with a 
scientific plan upon which to base requests for 
replacements. 


ST. CLAIR COUNTY 


Colonel Walter A. Dew, of Belleville, is now 
port surgeon in an Italian seacoast town. His 


task is to look after the health of all military 
and naval personnel in the town and on incom- 


ing and outgoing ships. The doctor colonel 
whose hobby for many years has been “cooking” 
still practices his favorite avocation. His stock 
of spices on his cooking shelf are gifts from 
stewards on Liberty and hospital ships which 
docked in the vicinity where Colonel Dew is 
located. 





GENERAL 

COOK COUNTY 

Appointment of Max Cutler as member of the 
special medical advisory group to the veterans 
administrator has been announced. He will 
serve as counselor on tumors. He is director of 
the tumor research clinic at the veterans hos- 
pital, Hines. 


L. C. VonderHeidt, superintendent of the 
West Suburban Hospital, Oak Park, has been 
named to fill the unexpired portion of the term 
of the late Irving S. Cutter as member of the 
board of directors of the Chicago Hospital Coun- 
cil. 

Dr. Andrew C. Ivy, professor of physiology at 
Northwesterr University Medical School, has 
been named to a three year term of membership 
to the National Advisory Cancer Council of the 
U. S. Public Health Service. 
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Dr. George E. Wakerlin, professor of physi. 
ology and head of the department, University of 
Illinois College of Medicine, has been elected 
chairman of the Chicago Cancer Committee 
succeeding Dr. Ludvig Hektoen, who becomes 
honorary chairman. The committee will main. 
tain offices at 139 North Clark Street, which 
will be shared by the Field Army of the Ameri- 
can Cancer Society, of which Mrs. Arthur I. Edi- 
son is Illinois Commander, and where a central 
cancer information and referal center will be 
established. 


Dr. Robert F. Brown, assistant superintendent 
of the Stanford University Hospitals, San Fran- 
cisco, has been appointed assistant administrator 
and medical director of St. Luke’s Hospital, 
effective March 15. Dr. Brown graduated at the 
University of Oregon Medical School, Portland, 
in 1938, becoming assistant to the superintend- 
ent of Stanford University Hospitals in July 
1942 and assistant superintendent in December 
1943. Dr. Ambrose P. Merrill resigned as medi- 
cal director January 1. 


Dr. Theodore R. Van Dellen, medical con- 
sultant to the Chicago Tribune since 1941, has 
been appointed health editor, succeeding the late 
Dr. Irving S. Cutter. Dr. Van Dellen grad- 
uated at Northwestern University Medical 
School in 1936. 


The North Side Branch of the Chicago Medi- 
cal Society met at the Drake Hotel, April 5. 
Speakers were Dr. Edwin C. Hamblen, Dur 
ham, N. C., on “Functional Uterine Bleeding”; 
Frank X. Gassner, D.V.M., Fort Collins, Colo., 
“Some Endocrine Problems in Veterinary Medi- 
cine,” and Warren 0. Nelson, Ph.D., Iowa City, 
“Endocrine Factors in the Development and 
Function of the Breast.” 


Dr. Derrick T. Vail, Jr., colonel in the Army 
medical corps and chief consultant to the Sur- 
geon General in ophthalmology, has been ap- 
pointed professor of ophthalmology and chait- 
man of the department at Northwestern Univer- 
sity Medical School. He will succeed the late 
Dr. Sanford R. Gifford, who was professor of 
ophthalmology at the medical school from 1929 
until his death in February 1944. Dr. Vail 
graduated at Harvard Medical School, Boston, in 
1923. Since 1926 he has been associated with 
the University of Cincinnati College of Medi- 
cine, first as instructor in ophthalmology and 
since 1937 as professor. Dr. Vail was Secretary 
of the Section on Ophthalmology of the Amer'- 
can Medical Association from 1937 to 1942. He 
will take up his appointment at Northwestern as 
soon as he is released from the Army. 
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Clay G. Huff, Se.D., professor of parasitology 
at the University of Chicago, has accepted an in- 
vitation from the Institute of Public Health and 
Tropical Diseases of Mexico City to visit that 
institution as guest investigator from March 1 
to April 15. Dr. Huff’s trip will be under the 
auspices of the U. S. Department of State. 





Reuben G. Gustavson, Ph.D., Boulder, Colo., 
who resigned as president of the University of 
Colorado, has been appointed dean of the fac- 
ulties of the University of Chicago, effective 
July 1. 

Dr. James L. d’A. Roth, who graduated at 
Northwestern University Medical School in 1944, 
is the recipient of the Joseph A. Capps Prize for 
medical research of $400, awarded by the In- 
stitute of Medicine of Chicago. Dr. Roth was 
chosen for his investigation on “The Effect of 
Caffeine on the Stomach.” 





Dr. M. A. Perlstein has been invited by the 
Rochester Pediatric Society and by the Univer- 
sity of Rochester Medical School to give talks on 
the Cerebral Palsied and on Convulsions in Chil- 
dren. 


LA SALLE COUNTY 

Under the auspices of the La Salle County 
Medical Society, an Industrial Health Confer- 
ence was held on the evening of April 12th. Dr. 
Milton H. Kronenberg of Peoria spoke on “The 
Veteran Returns to Industry.” Dr. Frederick 
W. Slobe of Chicago spoke on “The Medical 
Care of Executives.” Mr. James R. Allan, As- 
sistant Manager of the Industrial Engineering 
and Construction Department of the Interna- 
tional Harvester Company, Chicago, spoke on 
“Industrial Health — A Sound Business Pol- 
icy.” 

La Salle County has always been active in in- 
dustrial health and it is hoped that other county 
medical societies will inaugurate similar meet- 
ings during the coming year. 


MACOUPIN COUNTY 

A dinner meeting of the Macoupin County 
doctors and wives was held on March 20th at 
the Evangelical Hall at Carlinville. M. F. 
Engman, Jr. of St. Louis spoke on “Skin Dis- 
eases of School Children.” Colored slides were 
shown on the subject. 





The following officers have been elected by 
Macoupin County Medical Society to serve the 
coming year: President, A. C. Goff of Staun- 
ton; Vice-President, G. J. Hess, Bunker Hill; 
Secretary-Treasurer, D. J. Zerbolic of Benld. 
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SANGAMON COUNTY 

Dr. Roland R. Cross, Director of the Illinois 
Department of Public Health has been named by 
Governor Green as Chairman of an Advisory 
Committee on Medical Services to serve with 
the Governor’s Committee on Veterans’ Rehabili- 
tation and Employment. 





Dr. Henrietta Herbolsheimer has been ap- 
pointed Chief of the Division of Maternal and 
Child Hygiene of the State Department of Pub- 
lic Health, effective January 1, 1945. During 
the previous six months she filled this position as 
Acting Chief, after having been promoted from 
a staff position which she had held since May, 
1942. 

A resident of Illinois, Dr. Herbolsheimer’s 
home is in Peru. She received a certificate from 
La Salle-Peru-Oglesby Junior College, took her 
Bachelor of Science degree from the University 
of Chicago, and in 1938 received her medical 
degree from the University of Chicago School 
of Medicine. Following an internship at Los 
Angeles County General Hospital in Los Ange- 
les, she served at Los Angeles City Maternity 
Service, the Chicago Lying-In Hospital, and the 
Chicago Maternity Center. 

Dr. Herbolsheimer is a member of Phi Beta 
Kappa and Alpha Omega Alpha. 





VERMILION COUNTY 

Dr. Charles E. Wilkinson, Danville, a mem- 
ber of the Council of the Illinois State Medical 
Society for some 15 years, was presented with 
the emblem and certificate of membership in the 
Fifty Year Club at the meeting of the Coun- 
cil held at the Palmer House on Sunday, March 
25th. 

Dr. Andy Hall of Mt. Vernon, Chairman of 
the Fifty Year Club since its organization made 
the presentation with some fitting and highly 
appropriate remarks relative to the work of Dr. 
Wilkinson over this long period of time. Dr. 
Hall recalled that Dr. Wilkinson was graduated 
from the Medical Department of the University 
of Pennsylvania in 1895, and although his med- 
ical education was completed that year so far as 
his diploma was concerned, yet he has been 
studying medicine ever since and has advanced 
with the times. 

He recalled the conditions which prevailed at 
the time Dr. Wilkinson entered practice, and 
mentioned the many things which have been 
developed by science in general and by medical 
science specifically during the fifty years of prac- 
tice. Dr. Hall has been chairman of the Fifty 
Year Club since its organization and has made 
many presentations since that time and those 
who know Dr. Hall, also a Fifty Year Club 
member, can be well assured that his remarks 
were entirely suitable on that occasion. 
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This was a surprise to Dr. Wilkinson who had 
no intimation that he was to be honored on this 
occasion, and Dr. Hall offers an apology to the 
Vermilion County Medical Society for making 
this presentation outside of that county, and 
without the many conferees of Dr. Wilkinson 
being present, although he stated that there is 
nothing in the rule book to prevent the home so- 
ciety of Dr. Wilkinson honoring him this year 
in any way that may be desired. It was also an- 
nounced by Dr. Hall that with more than 12,000 
physicians normally in practice in this state, 
only slightly more than 300 enjoy the privileges 
of membership in the Fifty Year Club. 


MISCELLANEOUS 

The Central Illinois Society of Ophthalmology 
and Otolarynology has been formed for the mu- 
tual benefit of those practicing in these special- 
ties in the central part of the state. The presi- 
dent is Watson W. Gailey of Bloomington; Dr. 
Walter Stevenson of Quincy is second vice presi- 
dent; Dr. William F. Hubble, Decatur, sec- 
retary-treasurer, and Stuart Broadwell of Spring- 
field, vice-president. 

The membership is limited to 50 and they 
must be’members of the national board or eligible 
to membership in it. 

The first meeting will be held in Bloomington, 
April 21 and 22, when Dr. Rudolph Aebili, na- 
tionally known ophthalmologist of New York 
City and Dr. M. F. Arbuckle, laryngologist of 
St. Louis, will be the speakers. 

Three meetings a year will be held and the 
most eminent men in the professions will present 
papers. 

While the membership has been limited, any 
eye, nose and throat practitioner may attend its 
meetings, as the guest of a member. 

There are two other societies of these special- 
ists in Illinois, Chicago and Rock River. Cen- 
tral Illinois has never been organized. “This 
society has been formed,” said Dr. Broadwell, 
“for the benefit of specialists in central Tllinois. 
\ts purpose is to raise standards of practice and 
to promote the profession.” 


A new film on rehabilitation, entitled “Back 
to Normal,” has been added to the film library 


of the American Medical Association. This 
shows how science makes it possible for those 
who lose limbs by amputation or accident to ad- 
just themselves to old or new occupations. Arti- 
ficia) limbs and special training are the means 
to this goal. 

This feature is a 16 mm. black and white 
sound film and takes sixteen minutes to run. It 
is available on a loan basis, the only cost being 
that of transportation. Requests should be ad- 
dressed to the Director, Scientific Exhibit, Amer- 
ican Medical Association, 535 N. Dearborn 
Street, Chicago 10, 1). 
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MARRIAGES 


M. Hersert BARKER to Miss Marjorie Leigh, both 
of Chicago, in Washington, D. C., in February. 





DEATHS 
Harvey A. Berkey, Elmhurst; Chicago College of 
Medicine and Surgery, 1913. Had practiced in Elm- 
hurst and Chicago for 30 years. During World War 
I, he served as a lieutenant in the army medical corps. 
Died March 25th, aged 73 years. 


JoHN HENDERSON BURLINGAME, Evanston, retired; 
Rush Medical College, 1878. Practiced medicine in 
Iowa for 50 years. Was veteran of Civil War. Died 
March 10th, at the age of 97. 


STEPHEN A. CAMBOURN, Chicago; 
University Medical School, 1897. 
cine in Englewood for 48 years. 
March 8th at the age of 74 years. 


Northwestern 
Had practiced medi- 
Died at his home 


JosepH Henry Davis, Macomb; Bennett College 
of Eclectic Medicine and Surgery, 1901. Had prac- 
ticed medicine in Macomb 44 years. Died March 4th 
in the St. Francis Hospital, following an illness of 2 
years. He was 69, 


T. Witson DEACHMAN, Chicago Hahnemann Medi- 
cal College, 1895. Had practiced medicine in Chica- 
go’s loop for more than 40 years. Died March 25th, 
aged 77 years. 


Rosert ALONzO HAMILTON, Hillsboro; Beaumont 
Hospital Medical College, St. Louis, Mo., 1901. Had 
practiced in Pierron from 1903 to 1914 and since that 
time in Hillsboro. Died February 28th, aged 78, 
in his home. 


Bayarp Hotes, Chicago; Rush Medical College, 
1904. A physician in Chicago for more than 40 years. 
Died in his home, March 13th, at the age of 65. 


Martin BusHNELL JELLIFFE, Springfield; University 
of Illinois College of Medicine, 1917. Had practiced 
medicine in Springfield for past 26 years. Died 
March 5th at the age of 55 in St. John’s Hospital, 
following an illness of several weeks, 


Joun V. Lewis, Momence, Ill.; College of Physi- 
cians and Surgeons of Chicago, School of Medicine 
of the University of Illinois, 1895; at one time mayor 
of Momence; died in the Manteno State Hospital, 
January 3, aged 77, of cerebral anemia and coronary 
sclerosis, 


Epitrn Bette Lowry, St. Charles; Bennett College 
of Eclectic Medicine and Surgery, 1907. Member of 
staff of Delnor Hospital, St. Charles. During World 
War I she was acting chief of the bureau of hospitals 
for the department of health, Chicago. From 1920 
until 1923, she was field director of child hygiene in 
southern states for the national public health service. 
She was active in the organization of women’s clubs 
and the author of several books on sex hygiene. Died 


March 8th at the age of 66. 
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Cyrus Pitcrtm McRAveNn, Macomb; National Uni- 
versity of Arts and Sciences Medical Department, St. 
Louis, 1915. Following private practice in Pittsfield 
and Macomb, he became superintendent of the state’s 
five-county health unit, designated as District 8, in 
February, 1943. Was appointed health officer for 
the bi-county unit of Fulton and McDonough in 
August, 1944. Died at Barnes Hospital in St. Louis, 
February 13th, aged 60. 


Jacop Morton Mora, Chicago; University of IIli- 
nois College of Medicine, Chicago, 1925; in 1918 mem- 
ber of Students Army Training Corps; assistant pro- 
fessor of surgery at his alma mater; diplomate of the 
National Board of Medical Examiners; specialist cer- 
tified by the American Board of Surgery; member of 
the Chicago Surgical Society and the Chicago Patho- 
logical Society; fellow of the American College of 
Surgeons; interned at the Cook County Hospitai; for 
many years on the courtesy staff of the Passavant 
Memorial Hospital; consulting surgeon, Kankakee 
State Hospital, Kankakee, Ill., and attending surgeon 
at the Mount Sinai Hospital, where he died February 
10, aged 44, of dissecting aortic aneurysm with rup- 
ture due to arteriosclerosis. 


HERMAN J. NeEuBAUER, Hinckley; Chicago College 
of Medicine and Surgery, 1917. Practiced medicine 


NEWS OF THE STATE 


in Hinckley for 23 years and in DeKalb for 8 years; 
was the first physician to use an airplane to make pro- 
fessional calls. He died March 24th, from injuries 
sustained earlier in the day in a tractor accident on 
his farm near Malta, Ill. He was 51 years old. 

Rocco A. Nicro, Chicago; University of Illinois 
College of Medicine, 1916. Had practiced in Chicago 
since his graduation; was a member of the staff of 
Mother Cabrini Hospital. Died in his home, March 
10th, at the age of 52. 

CHARLES JAcon Price, Mount Morris; The Hahne- 
mann Medical College and Hospital, 1900. Was a 
Captain in World War I and in charge of a camp 
hospital at La Rochelle, France; member of army re- 
serve corps with rank of major. Died, aged 69, March 
21st. 


Oscar FRANK REINHARDT, Mascoutah; Chicago Col- 
lege of Medicine and Surgery, 1908. Had practiced 
medicine in Mascoutah for the past 21 years. Served 
in the medical corps in World War I. Died March 
11th at St. Elizabeth’s Hospital, aged 59. 


CuHarLes M. Woop, Maroa; Northwestern Univer- 
sity Medical School, 1895. Had received “Fifty Year 
Pin” from Macon County Medical Society. Died Feb- 
ruary 25th, aged 73, at the West Suburban Hospital, 
Oak Park. 


CTY 


THOSE WITH LUNG AILMENT SHOULD 
SEE DOCTOR BEFORE TRAVELING 


BY PLANE 


Persons suffering from known diseases of the 
Jungs should consult their physicians before 
traveling by plane, Lieutenant Commander Har- 
old Vincent Holter, MC-V(S), U.S.N.R., and 
Lieutenant Orville Horwitz, MC-V(S), 
US.N.R., advise in The Journal of the Amer- 
ican Medical Association for March 3. 

They cite an instance where a young marine 
reported to the medical unit after his first air- 
plane flight complaining of pains in his chest. 
Examination revealed about a 60 per cent col- 
lapse of the right lung. They believe that the 
cause of this condition was the change of at- 
mospheric pressure produced by ascent to 8,000 


feet in an airplane. They say their report on 


this case may assist other physicians in advising 
their patients in this respect. 

It has lately been reported that patients with 
lung injuries may be transported by air, at low 
altitudes, without danger. However, in these 
cases, a tear in the lung is known to exist, and 
no further damage may be expected. “In con- 
trast to these individuals,” the two physicians 
say, “is the one reported in which the tear did 
not already exist, but is merely a potential weak- 
ness which may be converted into a full tear by 
means of decreased atmospheric pressure. 

“Although no definite conclusion may be 
drawn from this particular case, it is our con- 
sidered opinion that extreme caution should be 
exercised in advising patients who have had the 
known diseases of the pleura about airplane 
travel.” 
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THE IRREPRESSIBLES 


Whenever you go to a meeting 
Where they're making speeches and eating, 
With talking and squawking, 
Or teaching or preaching, 
Or leading or pleading, 
With thinking or drinking, 
With flinging and singing, 
Delighting in fighting 
‘Tis the same old gang that's repeating. 


If there’s a question about that claim 
All you need do is to ask the name — 


There’s Calhoun and Keenan, 
Falloon, McAleenan, 

McGrath, McGraw and Mulvaney, 
Brennan and Rafferty, 

Drennan and Cafferty, 

Bradley, McClusky, Delaney. 


Maloney, McMahan, 
Mahoney and Sheahan, 
Megan, McGovern, Gilhooley 
Coogan and Finnegan, 
Dugan and Dinnigan, 
Duane, Dehority, Dooley. 


Crowley and Flanagan 

Rowley and Lanagan. 

Roche, Cavanaugh, Corcoran and Burke 
Fogerty, Connolly 

Grogerty, Donnelly 

O’Connor, McDonough, McTurk. 


McConnell, O’Brien, 

O'Donnell and Ryan 

Riley, Kelly, Cahill, and Sloan 
Farrell and Gillilan 

Carroll and Sullivan 

And Gallagher, Carney, Malone. 


Flynn, Glynn, and O'Dwyer, 
Finn, Quinn and McGuire, 
Donovan, Carey, McNally, 
O’Shaunnessy, Nolan, 

And Hennessy, Dolan, 

Sammon, McCaughey, O’Malley. 


O’Houlihan, Whalan, 
McClanahan, Nailon, 


McDermitt, Mulcahey, O'Dea, 
O’Doyle and O’Grady 


O’Boyle and Bradey 


McGuinnes, Finnell and O’Shea. 
Grogan and Madigan 


Hogan and Ladigan 


Bergan, O’Rourke and McGarry 
Kerrigan, Shannahan 

Corrigan, Carmahan, 

Casey, McGinnity, Barry. 


O’Bryne and Sheehan 
O’Hern and Mehan 


Flannery, Clancy and Feeney 


And Scanlon and Kenny 
O’‘Hanlon and Denny 
Daugherty, Scullen and Sweeney. 


Cooney and Rafferty 

Rooney, McCafferty 

Donlin and Devlin and Brannon 
O‘Leary and Noonan 

And Neary and Doonen 


Haggerty, Durkin and Shannon. 


McDuffy and Finney, 
McGuffy and Kinney, 
Donahue, Murphy, Fleharty, 
Morairity, Derry, 

McGarrity, Kerry, 

Cassidy, Farnum, McCarty. 


No matter what your locality 
Always the same nationality. 


DIMINISHING RETURNS 


When I look at mankind 
At its hustle and grind, 


As men scramble ‘til shoe leather burns; 


And as madly they go 
I would ask if they know 
Of the law of diminished returns. 


For to them all of life 
Seems but hurry and strife, 


As they tear round its corners and turns; 


Rushing early and late 
To their foreordained fate, 
Thru the law of diminished returns. 


With preoccupied air, 

Each must scurry and tear, 

And composure and friendliness spurs, 
He forgets, the poor fool, 

The inflexible rule, . 

The fixed law of diminished returns. 


How I loathe this mad race 

With its heart breaking pace 

As for leisure one fervently yearns, 
And the thing I implore 

Is a chance to ignore 

The old law of diminished returns. 








